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T IS not sound practice to consider all types 

of joint disturbances as arthritis, or to think 
of all types of arthritis as being of the same etiology. 
There is ample evidence that a variety of diseases 
or functional states can cause pain and swelling 
in or about joints, conditions as different as any 
one of a dozen specific infections, gout, hemophilia, 
leukemia, trauma, allergic states, scurvy, and so 
forth; and while we cannot always find the cause 
in the patient under consideration, we recognize 
the need of precision in diagnosis of both the cause 
of the disturbance and the pathologic type of 
arthritis, if indeed arthritis be present. We rec- 
ognize, too, that the patient suffering from arthritis 
may, be adversely affected either in his general 
health or in his joints by various factors such as 
specific infections, psychogenic states, trauma, poor 
diets, allergic states, fatigue, anemia, endocrine 
dysfunction, and other diseases or functional condi- 
tions. Indeed, certain of these minor contributing 
factors appear at times to represent major etiologic 
factors in joint disturbance. Because we do not 
know the cause in certain types of arthritis, we 
speak of three as “unknown,” although we have 
considerable knowledge concerning the patients’ 
life histories and often appear to control them by 
correcting certain of the contributing factors. These 
types are rheumatic fever, atrophic (rheumatoid, 
proliferative) arthritis and hypertrophic (osteo-, de- 
generative) arthritis. The challenge of these un- 
known groups has led to the study of cases from 
various angles, in order to determine whether any 
factor of etiologic or contributing importance can 
be found. Attempts have been made, as well, to 
decide whether certain patients with atypical or 
vaguely developed symptoms and signs really be- 
long in these well-defined pathologic groups (un- 
known types). 
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For years, this attitude of mind has led students 
of arthritis to note the frequency with which 
women developed joint disturbances in the fourth 
and fifth decades of life. This disturbance ap- 
peared to occur more frequently in women than in 
men of similar age and was often different in 
character from the usual known types; no cause 
for it could be found, and it was often associated 
with characteristic symptoms of the menopause. 
While some writers, even some gynecologists’ who 
induce artificial menopause and most endocrinol- 
ogists,” have failed to note this relation, the evi- 
dence for it has been increasing. Thus an investi- 
gation’ of the menopause and its symptoms in 1000 
women showed that 23.7 per cent suffered from 
rheumatic pains (“arthritis and fibrositis”) at this 
time of life, and the British Ministry of Health 
has pointed out that at the age period between 
thirty-seven and fifty-four five times as many 
women as men suffer from arthritis... The ques- 
tion began to be raised, therefore, as to whether 
such joint disturbances represented true arthritis 
of known type, or whether the disturbance could 
represent menopause symptoms and signs and be 
caused by the endocrine imbalance occurring at this 
time. Some writers noted the occurrence of joint 
pains in women just before menstruation (espe- 
cially in women with abnormal menstrual disturb- 
ances), the occurrence of arthritis after pregnancy 
or miscarriage, the complete remission of arthritis 
during pregnancy and its exacerbation afterward 
and at the menopause, and they speculated on the 
possibility of glandular hypofunction, perhaps ova- 
rian, being the cause or a contributing factor in an 
arthritis previously considered of other etiology, or 
placed in one of the unknown groups. This point of 
view has been adequately set forth by Weil,® who re- 
views the literature at some length, and by Kroner.® 
Vinay’ reported that Charcot* was interested in 
this relation of joint disturbance to sex and to 
the menopause, and that Charcot noted that 8 to 
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10 per cent of women of forty to sixty years of 
age suffered from arthritis, as against 1 to 2 per 
cent of older women. Vinay noted, too, how 
rarely gout occurs in women until this age, but 
observed that it occurred then and that Cruveil- 
hier had written of this as goutte de la femme. One 
hundred years ago Haygarth’ noted the “nodosi- 
ties of the joints” as occurring at the menopause. 
Other observers of this relation of arthritis to epi- 
sodes in women’s sex life have been Trastour,"” 
Vidal,"* Dalché,'* Laffite and May," Teissier and 
Roque,'' Marinesco’® and Mouriquand and 
chel.'® Most writers on arthritis and some gyne- 
cologists mention this association of arthritis and 
the menopause, but think of the menopause as 
contributing only to the poor general health or 
oversensitive nervous system of the patient and 
not as of major etiologic importance in the joint 
disturbance.’” '*:'® Nor do they believe joint dis- 
turbance commoner in women than in men at this 
age. Thus, most American writers on arthritis do 
not use the term “menopause arthritis” or “cli- 
macteric arthritis” in their classification of joint 
diseases, nor does the British Ministry of Health. 

Some writers, among them Jones,”’ Cecil,”* 
Thomson,”* Mouriquand,”* Buckley,’* Ellman,”® 
Court,** Kroner,’ and Weil® believe this type of 
arthritis to be a clear-cut clinical entity, repre- 
senting symptoms and signs of a definite endocrine 
dysfunction. Fox* introduced the term “cli- 
macteric arthritis” forty years ago, but he con- 
siders this period of life as one in which a change 
occurs in the reaction of tissues to environmental 
factors. The British Medical Association Commit- 
tee on Arthritis*? adopted this term in 1933, as 
did a committee of the Royal College of Physicians 
in 1935.°° The most clear-cut evidence lies in the 
effect of castration. Weil® points out that it is an 
indisputable fact that arthritis commonly follows 
castration or the destruction of the ovaries. 
Leriche*! also called attention to this fact, and es- 
pecially mentioned pains in the limbs, chest and 
pelvis, with localization in muscles, bones and 
joints and great stiffness of joints. Dalsace 
(quoted by Weil®) mentions a special type of bone 
pain occurring after castration, different from 
chronic deforming arthritis and more or less severe, 
in the hands, shoulders, elbows, knees or pelvis, 
making walking difficult; it is unaccompanied by 
bony deformity, but is definitely associated with 
pain in the muscles and in the bones at the joint 
articulation. Bauer’? writes of the condition as 
polyalgia of vasospastic origin. 

Endocrinologists do not support the thesis that 
endocrine disturbances can cause arthritis or even 
German and French writers. One searches the 
act as conditioning factors, as do certain English, 
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systems of medicine in vain for definite statements 
to that effect regarding the thyroid, parathyroid 
or pituitary glands, or gonads. Engelbach** states 
that when in doubt one should consider the pos- 
sibility of an endocrine cause of arthritis, but we 
could find no more definite statement. These 
writers do not mention arthritis or joint pain as 
signs or symptoms of hyperthyroidism, or of 
ovarian gland deficiency. Recently Bishop,” writ- 
ing on the menopause, stated that besides other 
symptoms “pains in the joints. and fibrositis are 
all common complaints, and a menopause type of 
arthritis is described which is due to chronic hyper- 
trophic synovitis, and usually affects the knees.” 
These writers do state that bone and occasionally 
joint pain, not arthritis, is a symptom of hyper- 
parathyroidism. There seems to be agreement that 
patients with myxedema suffer from pain in mus- 
cles, bones and joints. The cause of this pain has 
not been explained entirely. It is not considered to 
be due to arthritis. In the weight-bearing joints 
it is explained as due to postural joint strain, owing 
to the characteristic drooping posture. One might 
then argue that chronic joint strain due to incor- 
rect use of joints leads to traumatic arthritis, hyper- 
trophic in type. Duncan®® and many others re- 
ferred to by him believe that hyperthyroidism can 
cause joint pain, and perhaps atrophic arthritis, 
relieved by surgery, and that myxedema may be 
responsible for both joint pain and_ pathologic 
joint changes. 

Gynecologists differ in their opinion regarding 
the frequency, nature and severity of joint dis- 
turbances of the menopause. Their observations 
on castrated patients should be of value. Some 
fail to mention any such association, and some 
minimize the menopause symptoms as a whole.' 
Bandler** mentions arthralgia and severe types 
of arthritis, due, he thinks, to overactivity of the 
thyroid, and made worse by thyroid therapy. Cur- 
tis*” mentions various arthritic disturbances which 
tend to improve with the cessation of the meno- 
pause. Meigs*’ thinks of the disturbance as 
a self-limited arthralgia. Mazer and Israel*’ be- 
lieve that the joint disturbance may be both mild 
and severe. Kurzrok** considers arthritis one of 
the menopause symptoms. In writing on the treat- 
ment of menopause symptoms he says: “The first 
symptoms to be alleviated were flushes, sweats, ir- 
ritability and sleeplessness; the last, arthritis and 
hypertension (solely due to the menopause).” In 
addition are names already mentioned — French 
and German gynecologists who have made such 
observations. 

Further evidence for the existence of menopause 
arthritis lies in the results of therapy. These re- 
sults are clinical and uncontrolled, and while in- 
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teresting are not sufficiently convincing. The 
reader is further confused, as were Tempelaar and 
van Breemen*’ because there is no proof as yet 
that any glandular dysfunction can be the sole 
cause of arthritis, and because the writers on cli- 
macteric arthritis do not agree on one clinical 
syndrome which they call climacteric arthritis. 
With few exceptions, the writers are divided into 
those who believe menopause arthritis to be caused 
by well-recognized, spontaneous myxedema of the 
menopause, and those who believe it to be due to 
lack of the internal secretion of the ovary, with 
its interglandular reactions. A review of the lit- 


erature shows that the first group suggests one 


clinical syndrome, and the second quite a different 
one, and we are forced to conclude that there may 
be two types of menopause arthritis. In a pre- 
vious paper we’ have reviewed the considerable 
clinical evidence that myxedema is commonly as- 
sociated with arthritis, particularly hypertrophic, 
and that the symptoms and the general health of 
the patient respond favorably to substitution ther- 
apy plus local rest of the joint. Some state their 
reasons for believing that myxedematous infiltra- 
tion of joint structures occurs. Thyroid therapy 
is reported?” 4° of value in up to 50 per 
cent of cases of menopause arthritis, presumably 
of the first type. However, some patients with 
the disease, in our experience and that of others, 
presumably those with menopause symptoms and 
without myxedema, were made worse by thyroid 
therapy. Recently some writers have concluded 
(without proof) that there occurs at the meno- 
pause a joint disturbance due to lack of internal 
secretion of ovarian hormones, and is relieved by 
an adequate supply of such hormones. Some of 
the writers have already been quoted. Tempelaar 
and van Breemen*® found dried ovarian gland of 
some value, but Pisk** entirely relieved 14 of 21 
patients in three to six weeks with adequat 
doses of Menformon (follicular hormone). Lau- 
ber and Ramm,** Herman,** Schoeller, Dohrn and 
Hohlweg,"* Kroner,” Weil® and others auoted by 
them think of menopause arthritis as due in large 
part to lack of internal secretion of the ovaries. 
Lauber and Ramm** use the term “arthropathia 
ovaripara” for this condition, as do Fliegel and 
Strauss,*® Novak,"* Menge*’ and Gillet.“* Some 
of them record success in the use of the sex hor- 
mone Menformon in relieving patients suffering 
from this condition. Riebold,*® on the other hand, 
had success only in the milder cases. He believes 
that there are other groups of glandular dysfunc- 
tion associated with joint disturbance. One of 


them is hypothyroidism. This is also agreed to by 
others. 
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SYMPTOMS OF MENOPAUSE ARTHRITIS 


There is no agreement as to the nature of meno- 
pause arthritis, or as to whether the disturbance is 
limited to the joints. Some think of it as an arthral- 
gia with no pathologic tissue changes, self-limited 
like other menopause symptoms, and_ probably 
vasomotor in origin.’® Some recognize the se- 
verity of the arthralgias’: as often 
all out of proportion to the physical findings, 
but believe that as time passes hypertrophic (osteo-, 
degenerative) arthritis develops. Lauber and 
Ramm" point out that the condition does not 
begin in the joints, but is at first a vascular 
spasm, nutritional changes ensuing in time with 
damage to joint structures. They offer no proof 
for this statement. Some*”: ** mention both atrophic 
and hypertrophic arthritis as occurring. Scott*® 
was unable to find any constant or characteristic 
change in roentgenograms of the hands of those 
supposed to have climacteric arthritis. In such 
cases the features of either rheumatoid arthritis 
or osteoarthritis were present; therefore he could 
not support the idea of a separate grouping 
for climacteric arthritis. Some authorities’ men- 
tion fibrositis. Fox’: considers that at this 
age woman is more susceptible to any type but 
may have crippling rheumatoid arthritis. Many! °° 
merely speculate on the relation of hypertrophic 
arthritis to the menopause. Cecil*! thinks it a hy- 
pertrophic arthritis and states that while one third 
of 350 patients fell into this group, younger women 
who had been subjected to artificial menopause ex- 
hibited the same clinical picture. Thyroid therapy 
was of value. He avoided calling the condition 
myxedema. Thomson,” the committee of the 
British Medical Association’? and others consider 
the condition to be chronic hypertrophic synovitis, 
frequently associated with thyroid deficiency and 
relieved to the extent of 50 per cent of cases by 
thyroid therapy. The committee of the British Med- 
ical Association believes that in the knees the injury 
may progress to villous arthritis. The commit- 
tee of the Royal College of Physicians*’ includes 
menopause (climacteric) arthritis under two types 
in their classification. One they mention as villous 
arthritis of rheumatoid type, the other as osteo- 
arthritis. Mazer and Israel®’ stress the pares- 
thesias (numbness and tingling) of the extremi- 
ties and a “refractory type of neuralgia affecting 
the small joints.” Pisk*? describes neuralgias, 
characterized by localized tenderness in the occi- 
pital or ischial region, or over the intercostal or 
trigeminal nerves. Weil’ integrates most of these 
ideas by dividing menopause arthritis into six 
types. These are arthralgia, with pain in muscles 
and joints, but without any evidence of true ar- 
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thritis; subacute arthritis, with pain, slight swell- 
ing, heat and redness, particularly of the small 
articulations of the hands, slowly progressive, 
with muscle-wasting and no elevation of body 
temperature (apparently the rheumatoid type); 
hydarthrosis, especially of the fingers and knees, 
which may be interrupted by attacks of subacute 
arthritis, and may be progressive and associated 
with muscle-wasting; progressive, deforming 
rheumatism, apparently rheumatoid; the vertebral 
type; and the metatarsophalangeal type, involving 
especially the great toe. 

There is no agreement as to the joints involved. 
The majority stress the knees, shoulders and ver- 
tebral column, while a few mention involvement 
of the smaller joints. Thomson,** Cecil*! and the 
committee of the British Medical Association” stress 
the frequency with which the knees are involved 
and are associated with obesity, and the trauma of 
postural joint strain. Thomson** enumerates the 
knees, wrists and proximal joints of the thumbs as 
characteristically involved. As noted above, Weil? 
believes that various combinations of joints may 
be involved. 


NATURE OF THE MENOPAUSE 


It was inevitable that the proof of the existence 
of menopause arthritis should await a better under- 
standing of the nature of the endocrine readjust- 
ment which we call the menopause. While this 
understanding is by no means complete, we have 
a working hypothesis based on an immense amount 
of data.*7 What precipitates this endocrine change 
we do not know, but after castration and elimina- 
tion of ovarian hormones, overactivity of the an- 
terior pituitary gland usually takes place, and on 
pathological examination this gland shows hyper- 
trophy, with increase in acidophils and the ap- 
pearance of a modified form of basophils (castra- 
tion cells). This overactivity of the anterior pi- 
tuitary gland floods the body with the anterior 
pituitary sex hormones. Coincidentally the pa- 
tient exhibits signs and symptoms commonly as- 
sociated with overactivity of the thyroid gland and 
the adrenal medulla, and the autonomic nervous 
system, that is, palpitation, sweating, dizziness 
and various vasomotor disturbances. The pan- 
creas may be affected, and the facial hair com- 
monly developing at this time implicates the adre- 
nal cortex as well. Atrophy of the breasts and 
genitalia may occur, and trochanteric obesity. Such 
a sequence of events may occur after castration, 
after destruction of ovaries by x-ray or radium 
therapy and after removal of the uterus alone (be- 
cause of consequent ovarian atrophy),’* and in 
substance this probably represents what occurs 
more gradually and with fewer clinical symptoms 
in a large number of women at the physiologic 
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menopause.” Thus in this group of women there 
would seem to exist a lack of ovarian hormone and 
consequent glandular imbalance. It is now gener- 
ally agreed that sufficient estrogenic material or 
x-ray therapy of the anterior pituitary will relieve 
the usual menopause symptoms almost to the van- 
ishing point in a high percentage of patients. 

However, the problem is not so simple as this. 
Some women, estimated at 15 per cent of cases,” 
have no menopause symptoms; some even enjoy 
exceptional health after the menopause, even after 
that of surgical origin. Others appear to develop 
a’ menopause due pituitary failure (not 
proved),** while still another group is known to de- 
velop spontaneous myxedema at the menopause.” 
Young women deprived of their ovaries are prone 
to. this,** as well as women at the physiologic 
menopause. This condition presents a quite dif- 
ferent clinical picture from that seen in patients 
in whom a_ hyperfunctioning anterior pituitary 
gland stimulates the thyroid and adrenals to hyper- 
function. Patients with myxedema have few char- 
acteristic menopause symptoms. 

Thus the endocrine glands do not always react 
in the same way to this event, which centers 
around removal of the ovaries and ovarian hor- 
mones, and there appears to be evidence for at 
least two types of menopause, and perhaps two 
Such an assump- 
tion would help to explain the conflicting reports 
in the literature, in which different clinical symp- 
toms and signs and different treatments are re- 


corded. 


MATERIAL STUDIED 


Stimulated by the British writers, and later by 
Cecil, we have long been interested in menopause 
(climacteric) arthritis. In women in the fourth 
and fifth decades of life exhibiting a variety of 
joint disturbances, we have sought major and 
minor etiologic or contributing factors to explain 
the condition. Years ago we arrived at the convic- 
tion that in this group were to be found patients 
suffering from arthralgias or hypertrophic or 
atrophic arthritis, who exhibited adequate evi- 
dence of coexisting thyroid gland deficiency or 
myxedema, the correction of which always pro- 
foundly and favorably influenced the patient's 
health, and often led to the control of the joint 
disturbance with the help of other measures of 
treatment.’ This coexistence of arthritis (gen- 
erally hypertrophic) and thyroid deficiency ap- 
peared to represent one type of menopause arthri- 
tis. The arthritic symptoms and signs may be 
merely pains in the muscles, bones and joints, or 
there may be synovitis, especially of the knees, 
and arthritis (usually hypertrophic), and_ fre- 
quently one finds associated obesity and postural 
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joint strain. This type of joint strain appears to 
play an important role in the development of hy- 
pertrophic arthritis and of synovitis of the knees, 
and of low back pain. Yet the frequent incidence 
of these two conditions in both men and women 
of younger age groups makes us doubt the wisdom 
of naming it menopause arthritis, even if more 
prevalent in women, and more prevalent at the 
time of or soon after the menopause. 


Our patients presenting the usual menopause 
symptoms generally gave no evidence of thyroid- 
gland deficiency, as shown by history, stigmas, 
basal metabolic rate and blood cholesterol, and 
were adversely affected by thyroid-gland therapy. 
These patients seemed to fall into a different etio- 
logic group, and presented a different type of 
menopause arthritis, although it too included pa- 
tients with all the various types of joint disturb- 
ance. Jn certain patients suffering from severe 
menopause symptoms plus joint disturbances, oc- 
curring soon after castration, the evidence pointed 
more clearly to ovarian gland deficiency as a prob- 
able cause of their symptoms and signs. However, 
although often relieved by rest, freedom from 
worry, and time, direct relief by the ovarian gland 
preparations then available was obtained but 
rarely. In 1934 a dramatic clinical experience led 
us to become intensely interested in the use of 
estrogenic substance in the control of these meno- 
pause symptoms, and equally interested in the 
probability that joint pain represented one of them, 
and perhaps a true arthritis. 


Case 1. A widow of 53 entered the office complaining 
tearfully of arthritis and fearing crippling. The arthritis 
had appeared immediately after surgical removal of the 
ovaries and uterus 3 months before for fibroid tumors, 
which had caused profuse bleeding. It was associated with 
other menopause symptoms of flashes, profuse sweating, 
nervousness, sleeplessness and such severe depression that 
the patient had attempted suicide. These symptoms had 
begun immediately after the operation and had gradually 
increased in severity and duration: The arthritic pain 
was mild in most joints, but severe in the hands. The 
fingers were very stiff and sore in the morning, so that 
she could use them only with great difficulty. Although 
they were somewhat better with slight use, they were 
made worse by much housework or sewing, and by ex- 
tremes of heat or cold. She could hold a teacup with 
difficulty, and continually dropped things. She spoke of 
swelling of the hands, and occasional swelling of the 
ankles. The most striking feature of which she com- 
plained was attacks of exquisite pain in the fingers, occur- 
ring particularly at night, waking her from sleep and 
causing her to walk the floor. Moving and rubbing the 
hands gave relief after some time, but hours passed before 
sleep returned. Careful study of the patient disclosed 
nothing in the history or physical examination to suggest 
infection, and the blood sedimentation rate was 6 mm. per 
minute. History and physical examination, blood and urine 
were normal except as noted. The basal metabolic rate 
was +2? per cent. There were no other evidences of 
hyperthyroidism, and the blood cholesterol was 177 mg. 
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per cent. The blood pressure was 170/90. The history 
disclosed an emotional problem made worse by fear of 
crippling. The hands showed slight general swelling, not 
confined to the joints, tenderness of the joints on pressure 
and slight hypertrophic arthritis in the terminal joints of 
the fingers, consistent with the patient’s age. The terminal 
joints were no more tender than the other joints. There 
was no heat, redness or localized swelling of soft tissue. 
Motion in the fingers was limited. Extension was com- 
plete, but the patient lacked ability to make a fist by 50 
per cent. There was tenderness on pressure over the cervi- 
cal spine, but no limitation of motion. Other joints were 
normal. With the use of aqueous Theelin (200 interna- 
tional units on successive days) a dramatic relief of all 
symptoms and signs occurred within 8 days, only to return 
on withdrawal of the material. This procedure was re- 
peated on three occasions. With sufficient material the 
patient felt happy and well and slept soundly. She was 
free of any joint pain, as well as flashes and sweats, and 
secured a job. 

For a while our failures in treating this type of 
menopause arthritis associated with recognized 
menopause symptoms were more frequent than 
our successes, but as time passed it became clear 
that the failures were due to the use of too smail 
amounts of estrogenic material. Later these fail- 
ures became fewer, and we reported our experi- 
ences’ and expressed our conviction that arthral- 
gias (probably of vasomotor origin) may occur as 
one of the symptoms of the menopause, that they 
may be controlled in a very high percentage of 
cases by the use of estrogenic substance and that 
these arthralgias may be present in patients ex- 
hibiting other types of arthritis. These arthritides, 
too, may often be favorably influenced by estro- 
genic material. 

This success in controlling the usual menopause 
symptoms is thus in conformity with the experi- 
ence of others.°? °° We have merely added 
our observations in dealing with joint symptoms in 
women with such menopause symptoms. 


We have continued our study of menopause ar- 
thritis. In order to make it more precise, we have 
collected a group of cases of women whose chief 
complaint was arthritis coming on after removal 
or destruction of the ovaries. With patients sent 
by the staff of the Free Hospital for Women 
(Brookline), plus private and hospital cases seen at 
the Boston City Hospital and the Robert Breck 
Brigham Hospital, we have been able to study and 
treat 71 such cases. In observing them we have 
obtained a better idea as to what patients should 
be expected to benefit by this therapy, and why 
we have failures. We have tried to find out 
whether arthralgia leads to recognizable patho- 
logic changes in joints. 

CASES WITH ARTHRALGIA 


The largest group represented in this study we 
call the arthralgias, an example of which is Case 1. 
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We use this term to distinguish this type of case 
from patients with true arthritis. We feel justified 
in preferring the term to “early arthritis” because 
in these patients one or more of the following con- 
ditions obtained: normal or only slightly elevated 
sedimentation rate; no clinical or x-ray evidence 
of pathologic changes in the joints; and no devel- 
opment of true arthritis after symptoms had been 
present for years or after following the patient 
from one to three years, even though a few had 
had increased sedimentation rates or some tran- 
sient joint swellings. The differentiation of such 
a group and cases of early rheumatoid arthritis 
is not always easy or even possible. Some 
physicians use the term “fibrositis” for this type 
of case, rather than “arthralgia.” There were 53 
such cases in our series. 

The characteristics of this group were as fol- 
lows: 


Freedom from joint disturbances until after panhys- 
terectomy. 

Onset of the usual menopause symptoms plus joint 
pain on the average of three (one to ten) weeks later. 

“Arthritis” a conspicuous symptom, sending the 
patient to the doctor for relief. 

A subnormal physical and emotional state from va- 
rious combinations of menopause symptoms, that is, 
hot flashes, sweats, insomnia, exhaustion, dizziness, 
paresthesias, headache, gastrointestinal symptoms, emo- 
tional instability and joint pain. 

No other explanation for the joint disturbances, 
no history of recent infection, no evidence of foci of 
infection, no inadequate or badly balanced diet and 
no history of trauma or evidence of postural joint strain 
(except as noted below). 

Definite evidence of inability to adjust to life’s prob- 
lems, with emotional reaction in 75 per cent of the 
patients, and severe emotional reactions in half. 

Negative physical examination, with little evidence 
of trouble in the joints. 

Joint examination showing full range of motion, 
though sometimes with considerable pain, tenderness 
on pressure over joints and the muscle insertions 
around them, slight swelling at times, but no heat or 
redness, and pain at muscle insertions when muscles 
were contracted. The swelling when present was slight 
and usually not confined to the joints. In the hands 
there usually was interphalangeal swelling in addition 
to joint swelling. Patients have reported swelling of 
the face or soft tissues of the lower legs. These swell- 
ings were said to be severe at times, but disappeared 
spontaneously. As described, they suggest the de- 
scriptions of menstrual edema. The joint symptoms 
are thus entirely out of proportion to what one 
finds on physical examination. 

Sedimentation rates usually normal, or but slightly 
elevated (done in 30 cases, above normal in 14 of 
these). 

The basal metabolic rate quite low (—25 per cent) 
in a few cases, with the blood cholesterol consistent 
for a diagnosis of myxedema in still fewer. Only 4 
patients had physical signs consistent with a probable 
diagnosis of myxedema. Thyroid therapy practically 
always increased the menopause symptoms. 

Relief of menopause symptoms and joint pain with 
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adequate doses (10,000 to 100,000 international units 
weekly) of estrogenic substance (Progynon) given 
intramuscularly over a period of four to six weeks, 
with return of symptoms when therapy was withheld 
for three to six weeks or when a placebo had been in- 
jected. Control periods were used in two thirds of 
the cases, and in 6 cases placebo injections of sesame 
oil were given to rule out the psychogenic effect. 

Neutralization of the effect of the estrogenic material 
by acute infections (“head colds”), fatigue or super- 
imposed emotional strain. 

Great emotional relief on the part of the patient, 
who finds the “arthritis” is controllable so that she no 
longer fears her symptoms and is willing to carry on 
with minimal doses of estrogenic material or with none, 
accepting mild symptoms. 

Restoration of general sense of well-being with con- 
trol of general menopause symptoms. 


The above is a characterization of this group 
in general terms. There were exceptions worthy 
of comment, and certain aspects deserve more de- 
tailed consideration. 

Previous joint disturbances. While most of the 
patients dated the onset of their joint disturbances 
from the time of their operations, or a few weeks 
later, a few did not. Two began to suffer from 
joint pain and stiffness at forty-eight and forty- 
nine years of age, one year or more before opera- 
tion, and these symptoms increased markedly after 
this event. Two patients had had such arthralgias 
ever since a first and a last pregnancy respec- 
tively, but the symptoms were quite mild until 
after the surgical menopause. In 1 of these pa- 
tients the early symptoms were clearly due to 
postural joint strain of the knees associated with 
obesity, and the pain entirely disappeared during 
rest in bed in the weeks following operation. 
Three had had partial castration five, seven and 
eight years before, 1 ceasing to menstruate imme- 
diately but exhibiting no menopause symptoms, 
the others ceasing four years later; with the onset 
of menopause symptoms in the early forties, all 3 
suffered from severe joint disturbances. Two 
other patients had had short periods of true in- 
fectious arthritis six and ten years before, from 
which they entirely recovered following tonsil- 
lectomy. They described these attacks as occurring 
with tonsillitis and characterized by hot, red, 
swollen joints — different from these later attacks. 
No infection had occurred recently, and the sedi- 
mentation index was normal. 

Relation of joint symptoms to operation. Nearly 
all the patients developed joint symptoms within 
a few weeks of operation, coincidentally with 
menopause symptoms; a few developed them after 
the symptoms had been present for some months. 
A few developed them before operation, as noted 
above, but probably after atrophy of the ovaries 
had becom* pronounced. One patient developed 
postural joint strain of the knees four years after 
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operation, apparently without definite relation to 
the menopause. Most of these patients were seen 
less than two years after their operations, and a 
few only several months after that event. A few 
patients were still having menopause symptoms 
and arthritis when first seen, even though their 
operations had been done from five to eight years 
before. 


Menopause symptoms. All but 4 of these pa- 
tients had well-recognized menopause symptoms 
after their operations and when seen for relief of 
joint disturbances. The symptoms varied in se- 
verity and in constancy. Such symptoms are min- 
imized by some writers, but their importance 
should not be underestimated. These patients are 
miserable. Their flashes, sweats, dizziness, head- 
aches, sense of fatigue, sleeplessness and mental 
depression make life a burden, and they often 
struggle without success to carry on their jobs. 
These symptoms are affected greatly by environ- 
mental factors such as fatigue and worry, and 
by intercurrent infections; patients with sweats 
seemed specially subject to the latter. The severity 
of the joint symptoms seemed to parallel the se- 
verity of the other difficulties, but this was not al- 
ways true. Besides the usual symptoms already men- 
tioned, paresthesia (numbness and tingling) of the 
fingers was especially common. One patient suf- 
fered from such marked dizziness that she feared 
to leave her home unless accompanied. Three pa- 
tients had conspicuous gastrointestinal symptoms: 
2 of these had attacks of nausea and vomiting. 
One patient had attacks of precordial pain not 
easily distinguished from angina pectoris or coro- 
nary occlusion. Her heart was normal to repeated 
physical and electrocardiographic examinations, 
but there was marked tenderness on pressure over 
the lower cervical and upper dorsal vertebrae, sug- 
gesting radiculitis. All these various symptoms 
ceased or approached zero after estrogenic therapy. 
Of the 4 patients not having the usual menopause 
symptoms, 3 were relieved but little, and 1 was 
given treatment only for obvious postural joint 
strain. One of these 4 patients had a definite psy- 
choneurosis; and 1, operated on seventeen years 
before, probably suffered more from overwork and 
worry than from any menopause situation. One 
patient had most unusual symptoms and signs. 


Case 2. The patient was followed by Dr. Clark Heath 
at the Thorndike Memorial Laboratory, Boston City Hos- 
pital, for some years. Less than 2 years after splenectomy 
for hemolytic jaundice she began to have a series of at- 
tacks which were thought at first to be due to infections 
of the upper respiratory tract, for there was a sense of sore- 
ness of the throat, chill, fever, a white-cell count up to 
20,000, joint pain, soreness of breasts and adenopathy of 
the cervical lymph nodes. However, the attacks continued 
and no adequate explanation could be found except the pos- 
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sibility that their occurrence just before menstruation 
might have some significance. The patient was an obese 
person who had always lacked libido, had scanty menstrua- 
tion, but had given birth to two children. Finally the 
ovaries were irradiated and menopause was brought on at 
about the age of 39. This did not help the situation. At. 
tacks became more frequent, menopause symptoms were 
added, and the patient was unable to sleep much and was 
constantly miserable. All studies were negative, including 
x-rays of the lungs and biopsy of the cervical nodes. This 
patient has been followed 2 years since first treating her 
with estrogenic material. If adequate amounts are given, 
her symptoms are relieved and she feels like a normal 
person. Symptoms return when therapy is withheld, but 
she now requires smaller doses, 

Contributing factors. While removal of the 
ovaries appeared to be the cause of the clinical 
picture in our patients, there were various con- 
tributing factors: overuse or disuse of irritated 
joints, postural joint strain and intercurrent infeec- 
tions of the upper respiratory tract. A common 
contributing factor was fatigue due to overactivity 
in relation to the patient’s subnormal strength. 
The most important such factor appeared to be 
psychogenic. Problems causing great emotional 
reactions in the patient were present in the lives 
of fully 75 per cent of the patients, and these prob- 
lems could be considered very important in fully 
30 per cent. That this factor was usually of «sec- 
ondary rather than of primary importance is sug- 
gested by the fact that estrogenic therapy in ade- 
quate amounts gave nearly complete relief in all 
but a few cases, and that symptoms recurred when 
therapy was withheld even when a placebo was 
administered intramuscularly. However, in sev- 
eral patients whose symptoms were being con- 
trolled by this therapy new emotional factors 
brought back the symptoms. Because emotional 
instability is a characteristic of the menopause, it 
is difficult to say whether the emotional factors 
would have been important in certain individuals 
apart from the menopause. Nor is it possible to 
evaluate the effect of fears. Fear of crippling by 
arthritis was one of these, and understanding, 
convincing after relief following therapy, often dis- 
pelled it. Some patients who found their symp- 
toms to be controllable and became convinced that 
they were not suffering from crippling arthritis 
were able to accept mild disabilities and to avoid 
further therapy. 

In addition to various factors contributing to 
the condition of patients with menopause arthritis, 
the menopause with joint disturbances may be a 
contributing factor in patients in whom a known 
disease entity exists. Case 3 illustrates this point. 

Case 3. The patient, aged 47, had suffered from severe 
menopause symptoms since castration 6 years before, and 
had been invalided home from the Orient by her mission 
board because of heart disease discovered | year before 
being seen here. We found only minor symptoms and 
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signs of myocardial weakness but did find an enlarged 
heart, a clear-cut mitral stenosis, a normal electrocardio- 
gram and a blood-sedimentation rate of 1.85 mm. per 
minute. It was not clear whether the patient's drenching 
sweats, joint pain, exhaustion and weakness were due to 
active rheumatic fever, of which she gave no history, or to 
the menopause. The menopause was considered a possible 
contributing factor, and estrogenic therapy was given. 
Under this the symptoms practically disappeared within | 
month, and the blood-sedimentation rate reached 0.2 mm. 
per minute. In the past 2 years it has varied between 
these figures, the last being 0.5. The symptoms return to 
some extent when estrogenic therapy is omitted for a lew 
weeks. The mitral stenosis signs are still present, but 
which symptoms represent those of active rheumatic fever 
and which those of the menopause it is impossible to say. 

Joint pain. Pain in and about the joints was 
present in all the patients. It was the presenting 
symptom in all but a few. It varied greatly in 
severity, character and duration. In some cases 
it was so severe as to suggest the vascular spasm 
of angina pectoris and intermittent claudication; 
in others it was mild and better described as a 
severe stiffness. It was worse after disuse of joints, 
and was therefore worse during the night or early 
morning and after sitting quietly. It often disap- 
peared during the day. However, it might appear 
suddenly during the night or during the day with 
no apparent reason, or even disappear spontaneous- 
ly. The pain and stiffness suggest the early stage of 
atrophic or rheumatoid arthritis, and in some cases 
we see no way of differentiating the two condi- 
tions. The pain was usually relieved by use up 
to a certain point. Further use seemed to make 
the pain more severe or more constant. The pa- 
tient’s reaction to this situation, therefore, was 
toward overuse or toward disuse in some cases, 
as in true arthritis. Heat usually gave relief, but 
not always; cold increased the pain. Occasionally 
a patient went to bed for a few days because of 
symptoms, and spontaneous improvement followed. 


Joint swelling and disability. Most of the pa- 
tients complained of swelling of the joints. It ap- 
parently varied in amount and duration. Some- 
times we could see this swelling and sometimes 
not, even though the patient maintained that it 
was present. In the hands it was usually a mild, 
generalized. edema which sometimes limited the 
making of a fist. At times there was evident 
localized periarticular swelling, and the patient 
was unable to remove her ring. Not infrequently 
she spoke of marked swelling of joints which we did 
not see, or a bout of swelling of the knee or ankle 
which had sent her to bed for a few days. A few 
x-ray films taken of apparently normal but pain- 
ful joints showed no change from normal, except 
in 1 case, in which there was thought to be slight 
narrowing of the joint space. The joints were 
usually tender to pressure, and often painful on 
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passive motion. We could usually put the joint 
through full range of motion, but not always. 
None of these patients were really disabled. Grad- 
ing them, according to disability, from -+ to 
++-+-+, most of them fell into the + and 
+-+ groups. Nearly one fourth were ranked as 
+-+-++, which meant that their physical disabil- 
ities prevented carrying on their jobs except in 
part. This disability was not due to joint dis- 
turbance alone, however, although they blamed 
“arthritis” for their entire condition. When rated 
on number of joints involved, the average was +--+, 
although a few cases fell in the -++++ group. 
Fully one third of the patients had hypertrophic 
arthritis in some joints of the fingers. This was 
usually consistent with the patient’s age and oc- 
cupation, and we have therefore minimized it. 
However, several patients noted that these changes 
came during their menopause and were preceded 
by pain in the joints involved. Several patients 
who did little physical work with their hands had 
these changes come on during the menopause, and 
1 such patient was only thirty-six years old. 

We have eliminated from this series patients 
in whom we believe the diagnosis of atrophic 
(rheumatoid) arthritis should be made. One case 
is included in which such a diagnosis could justifi- 
ably have been made. It probably represents a 
self-limited joint disturbance of the menopause. 


Case 4, This patient was first seen 8 years ago, 1 year 
after castration. She had few menopause symptoms, but 
marked joint symptoms. They were typical of those already 
mentioned, but besides morning stiffness and general 
swelling of the hands which prevented her making a fist 
she had two joints in which were localized periarticular 
swellings, with pain, some heat, and disability. She has 
never developed true atrophic (rheumatoid) arthritis. Early, 
she was given at various times small doses of thyroid ex- 
tract or of Varium. Two years ago she was given estro- 
genic material for some months for non-arthritic symp- 
toms, with relief. 


In a few cases we were convinced that the dis- 
turbance was not in the joints but in the muscle 
insertions about them, because joint motion was 
complete and painless, there was tenderness on 
pressure over muscle insertions, and there was 
pain on voluntary contraction of those muscles 
against resistance. With more careful observation, 
we may learn that more of such cases represent 
fibrositis. 

We do not know the cause of this pain or of 
the edema. There is a basis for speculation, how- 
ever, in comparing the patients having no estrin 
production in the body with normal women just 
before menstruation, when it is at the lowest 
point of the whole cycle. At this time women 
may take on more body fluid, even when no obvi- 
ous menstrual edema is present, and there may be 
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loss of phosphocreatine. A readjustment again 
takes place when ovarian function becomes more 
active, in the first or second day of menstrua- 
tion. It is not uncommon for women to complain 
of “arthritis” just before menstruation begins, 
whether obvious menstrual edema be present or 
not. This was true in the past histories of some 
patients in this series. Thus it is possible that this 
pain is due to edema stretching the joint tissues. 
We have seen edema of the hands and face dis- 
appear directly following estrogenic therapy. An- 
other possible explanation of these joint disturb- 
ances is that of vascular spasm. This is suggested 
by the observation of patients exhibiting sudden 
agonizing pain in joints, or blanching and numb- 
ness of fingers, or sudden onsets and offsets of at- 
tacks of joint pains or swelling, or sudden relief 
of pain by single doses of estrin. Estrin is known 
to be a vasodilator, relieving arteriolar spasm. If 
vascular spasm be the explanation of the mechanism 
of these joint disturbances, poor joint nutrition, 
edema and perhaps permanent changes in the 
joints might be expected to follow. Presumably it 
is vascular spasm that frequently produces the 
rapidly developing congestion and hypertrophic 
changes in the joints of patients who have re- 
cently suffered from temporary paralysis of an 
extremity from cerebral hemorrhage or thrombo- 
sis —hypertrophic arthritis confined to joints of 
the involved extremity. We have no exact in- 
formation on this matter. 


Laboratory Data. Blood-sedimentation rates were 
ascertained in many of our cases in order to rule 
out atrophic (rheumatoid) arthritis. We omitted 
this in some cases because we felt sure that the 
disease was not this type of arthritis, and that the 
sedimentation rate would be normal; in others we 
were unable to do this test because of lack of 
facilities in outpatient departments. More such 
tests should be done, because so many patients in 
this group had rates unaccountably above normal. 
It would be well to know how often this is so in 
patients suffering from menopause symptoms but 
without joint disturbance. We believe that a 
slightly increased sedimentation index in_ this 
group does not indicate infection. Of the 53 
arthralgia cases sedimentation rates were deter- 
mined in 30 (blood sedimentation index in 25, 
Westergren in 5). It was normal (0.4 mm. per 
minute or lower) in 11 of these, and only slightly 
above normal in 8, making a total of 60 per 
cent either normal or borderline in those cases 
in which the test was performed. We believe 
that there would be a higher percentage of nor- 
mal readings if readings had been done in all 
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cases. Nevertheless, 40 per cent had sufficiently 
high rates to suggest a diagnosis of either infec- 
tious or atrophic (rheumatoid) arthritis. One 
could argue, therefore, either that these patients 
did have such types of arthritis, which responded 
favorably to estrogenic therapy, or that the sedi- 
mentation rate in menopause arthritis is high. It 
should be remembered that we have arbitrarily 
eliminated from the group of castrated patients 
those having what we believed to be clear-cut 
rheumatoid or infectious arthritis. Case 1 had a 
blood-sedimentation rate of 0.6 mm. per minute; 
Case 3 one of 1.85, which later went as low as 0.2. 
Three patients, who have not developed arthritis, 
had rates as high as 1.0. In 1 of these cases the test 
was done during a persistent infection of the 
upper respiratory tract, later being 0.4. The pa- 
tient in Case 2, whose spleen had been removed, 
had a rate which varied from 1.2 to 0.2. The 
height of the sedimentation rate did not al- 
ways parallel the menopause symptom, for a few 
with severe symptoms had quite low readings 
(under 0.2). One patient with infected teeth and 
tonsils and a sedimentation rate of 1.2 was not 
given estrogenic therapy. Although a few  pa- 
tients had a series of sedimentation rates showing 
a fall with therapy, there is not enough evidence 
to be sure of this. 


Blood pressures were high (above 180 mm. of 
mercury, systolic) in only 5 cases. 

Basal metabolic rates and fasting blood choles- 
terols were ascertained in 21 patients, and in 2 
others basal metabolic rates only. The basal 
metabolic rate was below —15 per cent in 15 cases, 
and below —20 per cent in 9. The blood choles- 
terol was above normal (230 mg. per cent) in 14. 
Thyroid therapy usually increased the symptoms. 
In only 3 cases was it of possible value. 


Estrogenic Therapy. We used estrogenic material 
in the form of Progynon B.* This preparation is 
the benzoic acid ester of the dihydrofollicular hor- 
mone, estradiol, dissolved in sesame oil and dis- 
pensed in ampules. The object of using this oily 
vehicle for intramuscular injection is to ensure slow 
absorption from the muscle. Thus the duration of 
effect seems to be four to six days after injection. 
We used ampules containing either 2000 rat units 
(10,000 international units) or 10,000 rat units 
(50,000 international units). Progynon DH tab- 
lets (0.90 mg. crystalline estradiol), containing 600 
active biological units, were used in some cases. 
We preferred the intramuscular route as more cer- 
tain, cheaper and allowing easier observation of 


*Supplied through the courtesy of Dr. Gregory Stragnell and Dr. Max 
Gilbert of the Research Department of Schering Corporation, Bloomfield, 
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the patient at stated intervals. It is believed that 
from five to twenty times as much material is re- 
quired if the oral method is used as compared 
with the parenteral route. The choice of routes 
was important because castrated patients appear 
10 require more material than non-castrated ones, 
and arthritic patients more than those with mild 
menopause symptoms. Our failure in the past had 
been due largely to inadequate therapy. 

The rationale of such therapy is not alone the 
substitution of ovarian hormone. If this is proved 
to be so our therapy is incomplete, for it does 
not include progesterone. An important part of 
the rationale is the introduction of a substance 
which inhibits the overactivity of the anterior pi- 
tuitary gland.’ °° 

Our criteria of results of therapy are not sat- 
isfactory. Our only measuring-sticks are the sub- 
jective ones of menopause symptoms and the ob- 
jective ones of joint examination and activity of 
the patient. Quantitative measurement of follicle- 
stimulating hormone was not considered sufficient- 
ly accurate, and the vaginal smear technic recom- 
mended by Papanicolaou’ did not seem adequate 
for our purpose. Such criteria as symptoms open 
one to the charge of securing psychic effects, but 
we believe that such effects were of minor impor- 
tance for the following reasons. 

We usually observed no therapeutic effect until sev- 
eral injections had been given. 

We could control the menopause symptoms almost 
entirely with enough material given by needle or by 
mouth in from four to six weeks, and usually not be- 
fore; when therapy was omitted all symptoms returned 
in from two to six weeks (sometimes longer). 

Substitution of sesame oil containing no estrogenic 
material, without the patient’s knowledge, led to a re- 
turn of symptoms. 

Inadequate doses failed to relieve symptoms. 

The patient whose symptoms had once been con- 
trolled came to know when the effect of estrin had 
worn off, 

Most patients required smaller doses, or none, as 
time passed. However, there was a definitely favor- 
able psychogenic effect on the patient who found her 
“arthritis” was understood, controllable and relieved. 


The amount of estrogenic material necessary to 
control arthritic symptoms varied considerably. 
Usually, larger amounts were required to contro! 
arthralgia than were needed to control the usual 
menopause symptoms, though not always. \s a 
rule, 10,000 international units twice a week was 
sufhcient if continued for four to six weeks. Five 
times as much twice a week seemed far more ade- 
quate in some cases, as recommended by Papani- 
colaou and Shorr*® on experience based on vaginal 
smears as a control. The amount required appar- 
ently depended on the severity of the symptoms and 
on the length of time since operation. The duration 
of treatment was of equal importance with the 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Dec. 29, 1938 


dose. Only rarely did we observe immediate ef- 
fects from single doses. We looked for improve- 
ment only after the third week, and sometimes 
found the symptoms under control only after the 
sixth week. The first evidence of effective treat- 
ment was better sleeping, waking refreshed in the 
morning; then more endurance, then fewer 
Hashes and sweats, then less dizziness or fewer 
gastrointestinal symptoms, then less joint pain, 
less morning stiffness, and so forth. The flashes 
and sweats were generally controlled before joint 
pain and joint sensitivity approached zero. De- 
spite statements to the contrary, we believe too 
much estrogenic material may be given, and that 
symptoms are likely to occur if this is done. Such 
symptoms are sore, swollen breasts, a sense of 
pelvic congestion, leukorrhea and general malaise. 
One or more of these may occur after weeks or 
months of treatment, indicating that smaller 
amounts of material or none are needed.  Pa- 
tients receiving a therapeutic test of estrogenic 
material may develop temporary symptoms of 
dizziness, malaise or nausea when such therapy 
is contraindicated. 

In 40 of the 53 cases studied we gave amounts 
of estrogenic material that seemed adequate be- 
cause the menopause symptoms were controlled. 
In 30 of these cases symptoms were 90 to 100 per 
cent relieved; in 5, 50 to 75 per cent. One of the 
latter 5 patients was completely relieved on two 
occasions after two separate courses of treatment, 
but worry and fatigue played such a large role in 
her condition after she returned to work that the 
symptoms could not be controlled entirely, or else 
the later symptoms were due to fatigue and worry. 
Another patient responded by becoming physi- 
cally active after being practically bedridden for 
months. She suffered from no flashes or sweats, 
but rather from exhaustion and depression, plus 
vague joint and muscle pain. Vaginal symptoms 
and signs indicated marked lack of estrin. Severe 
postural joint strain was present in the spine. Her 
emotional problem proved to be more important 
than her endocrine one. There were 4 patients 
whose response was questionable. One of these, 
operated on twenty-five years previously, re- 
sponded well to thyroid therapy (stigmas, basal 
metabolic rate —22 per cent, blood cholesterol 
251 mg. per cent). There was 1 complete failure. 

Of the 13 remaining patients, 5 gave encourag- 
ing responses to therapy, and we believe might 
well have responded favorably to adequate doses. 
In 1 case, treatment was discontinued because 
of allergic reactions to intramuscular injections. 
Three patients were not treated, because we did 
not believe the problem to be of endocrine origin — 
infection, postural joint strain. Two, followed 
for eight and ten years respectively, were given 
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ovarian residue years ago, with questionable ben- 
efit. Later, thyroid appeared to be of value. With- 
in two years 1 of these patients has had relief from 
ease of fatigue and depression by estrogenic 
therapy. She has no arthritis, and had none two 
years ago except for mild symptoms of hyper- 
trophic arthritis. However, for two years after 
castration she had symptoms and _ signs indistin- 
guishable from atrophic (rheumatoid) arthritis. 
Both these patients have had various types of joint 
disturbances or tendon and muscle soreness over 
the years. One other patient appeared to have a 
psychogenic problem as the main cause of her 
disability. 

Thus, of the 40 cases adequately treated, 80 per 
cent were helped and 70 per cent responded in a 
striking and often dramatic fashion. Considering 
the whole 55 cases, 66 per cent were helped by 
estrogenic therapy. 


CASES WITH TRUE ARTHRITIS 


We have chosen to call the above-mentioned 
type of joint disturbance arthralgia. Some of the 
patients might be said to have been suffering from 
fibrositis. Many observers would signify the syn- 
dromes as prearthritic or early stages of atrophic 
(rheumatoid) and hypertrophic (osteo-) arthritis. 
Until we know more about the pathologic state 
represented in these cases, we cannot be precise in 
our terminology. One could divide the cases into 
three groups: those with joint and muscle pain 
exhibiting little on physical examination except 
tenderness on pressure over joints and muscle in- 
sertions; those with the above symptoms and 
signs plus some swelling of tissues about joints, 
and often between joints, with stiffness and vain 
on motion, a condition often indistinguishable 
from early atrophic (rheumatoid) arthritis; and 
those with a history of long-continued localized 
pain in joints, especially fingers, who rather rap- 
idly developed hypertrophic — (osteo-arthritic) 
changes, but with a history of insufficient trauma 
to explain it. These cases seem to represent dif- 
ferent clinical patterns as responses to different 
amounts over different periods of time of the same 
injurious agent. 

It is but a single step from these clinical pat- 
terns of menopause arthralgia to our second group 
of cases, representing true arthritis. There were 15 
castrates in this group, and the patients exhibited 
unquestionable examples of atrophic (rheuma- 
toid), hypertrophic (osteo-) and mixed types of 
arthritis. These patients, with minor exceptions, 
were all well until castration, and had the usual 
menopause symptoms, arthralgias and also true 
arthritis. Because of this history, because no other 
cause could be found for the arthritis and because 
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the menopause symptoms and arthralgias yielded 
to estrogenic therapy, and occasionally the arthri- 
tis as well, one is tempted to conclude that cas- 
tration or the removal of the internal secretions of 
the ovaries may be a direct or indirect cause of 
some cases of true arthritis. No such conclusion 
can be drawn on the evidence so far collected. 
We can merely state that in 50 per cent of this 
group, as in the group of patients exhibiting 
arthralgia only, the menopause and the arthralgia 
symptoms yielded to estrogenic therapy, and the 
patients’ general condition improved. This group 
merits further study from an endocrine stand- 
point. 
SUMMARY AND CoNncLusIoNns 


Over the years, many observers have noted the 
great frequency with which women at the meno- 
pause suffer from arthritis or from vague joint 
disturbances. 

These observers include those who believe that 
the menopause merely makes women more sus- 
ceptible to the causes of arthritis, but that endo- 
crine dysfunction is not the cause of arthritis; those 
who believe there is a clear-cut type of menopause 
arthritis, hypertrophic (osteoarthritic) in type, and 
due to thyroid gland deficiency; those who believe 
that ovarian gland deficiency is responsible for va- 
rious arthritis patterns —arthralgias, and both 
atrophic (rheumatoid) and hypertrophic (osteo-) 
arthritis; and those who recognize only arthralgias 
as occurring at the menopause, which are vaso- 
motor in origin, caused by ovarian gland de- 
ficiency and relieved by estrogenic therapy. 

We report a study of 71 women whose “arthritis” 
occurred following castration. We have treated 
most of them with large doses of estrogenic ma- 
terial over many weeks— some for months and 
years. 

Fifty-three patients suffered from arthralgia 
rather than true arthritis. Of 40 adequately treated, 
80 per cent were materially (50 to 100 per cent) 
relieved, while 70 per cent responded to the extent 
of almost complete relief of menopause and arthral- 
gic symptoms. 

There were 18 cases of true arthritis (atrophic, 
hypertrophic or mixed). Fifty per cent of those 
with menopause symptoms and arthralgia were re- 
lieved of these symptoms, and in some cases the 
arthritis was apparently improved by estrogenic 
therapy. 

There is evidence that removal of ovarian hor- 
mones may cause various joint disturbances, some 
mild and self-limited, and others severe, disabling 
and even crippling, and that estrogenic therapy 
will prevent or control these disturbances, together 
with the usual menopause symptoms, in a high per- 
centage of cases. These arthralgias, therefore, ap- 
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pear to represent one of the symptoms of the meno- 
pause. 


a 


arthralgia.” 


We have offered evidence for the existence of 


menopause arthritis, better called “menopause 
It seems proper to reserve this term 


for conditions associated with ovarian-gland de- 


ficiency and menopause symptoms. 


The existence 


of true menopause arthritis still remains unproved, 
but the question merits further study. 


372 Marlboro Street. 
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THE QUANTITATIVE DETERMINATION OF 
URINARY COPROPORPHYRIN* 


Kowxrap Dosriner, M.D.,t ann C. P. Ruoaps, 


NEW 


ECENT communications of Spies and his co- 

workers" ** describe an increased excretion of 
coproporphyrin in the urine of patients with un- 
treated pellagra, as well as in certain other condi- 
tions. After the administration of substances which 
are rich in the heat-stable, water-soluble vitamin 
B complex, or of nicotinic acid, the excretion, it is 
stated, returns to a normal level. In all the ex- 
periments described, the procedure used for esti- 
mating the porphyrin content was that presented 
by Beckh, Ellinger and Spies.’ These publications 
are of great interest, both as regards the physiology 
of the porphyrins and as concerns the nature of the 
functional disorder in the pathologic conditions in- 
vestigated. 

In recent years a series of papers has been pre- 
sented by Watson’ and by Dobriner and his co- 
workers’ concerning the excretion of porphyrins 
in the urine and feces of normal individuals, and 
of patients suffering from a variety of pathologic 
states. In these studies detailed methods for the 
separation and quantitative measurement of the 
porphyrins, based on the classical procedures of 
Fischer, were employed. The results establish 
clearly that the total excretion of porphyrins may 
be qualitatively and quantitatively abnormal in 
some pathologic states; that abnormal porphyrins, 
notably coproporphyrin III, are features of certain 
affections of the liver and some toxic states; and 
that an increased urinary excretion of copropor- 
phyrin may indicate either an increased total pro- 
duction of the substance, or a liver insufficiency 
of such a degree as to divert coproporphyrin into 
the urine, with consequent disturbance of the 
urinary-fecal ratio. 

The studies by Dobriner and his co-workers** 
of the porphyrin excretion in pernicious anemia, 
aplastic anemia, pellagra, and congenital porphyria 
present detailed measurements of the total excre- 
tion and the urinary-fecal partition of excreted 
coproporphyrin in these conditions. The cases were 
followed through control periods as well as through 
periods of therapy with liver extract, which effected 
clinical remissions associated with a decrease in 
the excretion of porphyrin. 

*From the Hospital of the Rockefeller Institute for Medical Research, 
New York City. 

tFellow of the Rockefeller Institute for Medical Research. 


}Associate member of the Rockefeller Institute for Medical Research. 


YORK CITY 


The method for the estimation of urinary cop- 
roporphyrin employed by Spies, first de- 
scribed by Ellinger and Dojmi,” differs in certain 
respects from the generally accepted procedures 
used by other investigators, and since it has the 
apparent advantage of simplicity it warrants care- 
ful analvsis. The method is described as follows: 

Ten cubic centimeters of urine are acidified to pH 4 
with glacial acetic acid and extracted with 10 cc. of 
ether. The ether is washed twice with 10 to 15 ce. 
of distilled water and the aqueous layer discarded. 

To the ether layer 1/5 volume of 25 per cent hydro- 

chloric acid is added. With thorough mixing the 

ether-soluble porphyrin enters the acid layer, where 
it produces colors ranging from pink to purple accord- 
ing to the concentration of porphyrin present. 


In the last two publications by Spies and his as- 
sociates” * no mention is made of the use of either 
absorption spectroscopy or fluorescence methods to 
confirm the presence of porphyrin in the colored 
solution. In the earlier report,’ however, it is 
stated that spectroscopic examination of the sneci- 
mens which gave a positive color test confirmed the 
presence of coproporphyrin. 

Five objections, perhaps theoretical, to the validity 
of this simple procedure for the estimation of 
porphyrins appear to exist. They are as follows: 


(1) The determinations are made on 10 cc. of urine, 
irrespective of volume of the total twenty-four-hour excre- 
tion. Since the amount of urine voided as well as the 
excretion of porphyrins varies from day to day in normal 


Table 1. Coproporphyrin Excretion in the Twenty-Four- 
Hour Urines of Five Normal Individuals. 


AMOUNTS OF COPROPORPHYRIN FXCRETED ON SUCCESSIVE DAYS, 
EXPRESSED MICROGRAMS 


CASE NO. 


/ 
3 59 «129 «143 132) 99 «129 
4 ‘ 

5 


128 


individuals, as shown in Table 1, an aliquot, rather than 
any arbitrary amount, should be tested. 

(2) Ether extraction of urine which is neutral to Congo 
red and contains free acetic acid brings a large part of the 
urinary chromogens into the ether layer, and when the 
ether is washed with distilled water and extracted with 
25 per cent hydrochloric acid, bile pigment, which also 
gives a red color, as well as porphyrin, is driven into the 
acid layer. This fact may be confirmed by simple inspec- 
tion of the acid solution with a hand spectroscope. Ab- 
sorption bands of bile pigments — urobilin, mesobiliviolin, 
and so forth—and of porphyrin are seen if present in 


1028 


suthciently large amounts. Because of the fluorescence 
of the porphyrin in the mixture, a simple test by fluores- 
cence might give the impression that this solution was one 
of pure porphyrin. 


(3) In the Ellinger test the red color of the hydro- 
chloric solution is compared with that of a similar solution 
of known coproporphyrin content, and the entire unknown 
red color is calculated as porphyrin. Since the unknown 
solution contains at least two red colors which cannot be 
distinguished easily from one another,—only an exceed- 
ingly small part of the intensity of the colors being due 
to porphyrin, —the value obtained is obviously far too 
high. This is clearly shown in the report of Beckh, 
Ellinger and Spies! which lists excretions as great as 
100 mg. of porphyrin per liter of urine for pellagrins. 
This value is about one hundred times greater than that 
reported by other workers even in severe hemolytic jaun- 
dice, in which levels of 1000 ygm. (micrograms) daily 
have been attained. Values of 100 mg. per liter are even 
greater than those observed in congenital porphyria,* 
except in the most severe and advanced cases.'° 


(4) The red color in the 25 per cent hydrochloric acid 
extract may be separated into several components by a 
simple procedure, that is, the substitution of 5 per cent 
for 25 per cent hydrochloric acid; the weaker acid takes up 
all the porphyrins and a part of the red pigments present 
in the 25 per cent solution, in addition to a yellowish- 
brown pigment. This solution is then made neutral 
to Congo red by the addition of saturated sodium acetate 
solution. Glacial acetic acid is added, after which the 
solution is extracted with ether; a strong red to pink 
color appears in the ether layer when urines containing 
increased amounts of porphyrin and of bile pigment — 
urobilinuria is usually associated with porphyrinuria — are 
extracted. The ether extract is washed with distilled 
water and some of the red color due to substances 
other than porphyrin is removed; the porphyrins are 
not extractable by water under these conditions. The 
ether is then extracted with 0.5 per cent hydrochloric 
acid and nearly all the red color goes into the acid. 
This in turn is extracted with chloroform,—in which 
the coproporphyrins are insoluble but which dissolves 
bile pigments, — which removes practically all the red color 
from the acid. The chloroform solution gives a spectro- 
scopic absorption characteristic of bile pigment and a clear 
green-blue fluorescence. It contains no coproporphyrin. 


The faint pink color remaining after chloroform extrac- 
tion may be brought into ether again after the pH is 
readjusted and another extraction with 5 per cent hydro. 
chloric acid is made. This solution gives the specific red 
fluorescence and the characteristic spectroscopic absorption 
of coproporphyrin. In cases of hepatic disease showing 
as much as 2.5 wgm. of coproporphyrin in 10 cc. of urine, 
the pink color can be seen only by tooking through a long 
column of fluid in a narrow test tube held against a white 
background. However, by means of a hand spectroscope 
strong absorption bands are observed, which match those 
of known standard porphyrin solutions. In such a manner 
a roughly quantitative measurement of porphyrin can be 
made. The pink color is so faint that colorimetry within 
the known possible range of porphyrin excretion is not 
practicable. For example, 500 ygm. of porphyrin is a high 
daily urinary output for cases of advanced hepatic disease. 
If this amount is contained in 1000 cc. of urine, a prac- 
ticable test on 10 cc. would require that a distinct color 
be given by 5 ugm. of porphyrin. Actually, this amount 
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gives such a faint pink color in the test described that 
it is seen only with difficulty. However, good spectro- 
scopic absorption bands are observed. 


(5) The red color given by the method of Ellinger, 
due in part to bile pigment and only slightly to porphyrin, 
is partly caused by at least one other component, as shown 
in Table 2. Here comparative measurements of the red 


Table 2. Comparative Determinations of Urinary Copro- 
porphyrin, Together with Measurements of Urinary 


Urobilinogen. 


COPROPORPHYRIN 


Cast No. ACCORDING TO ACCORDING TO URoBILINOGEN 
SPECTROSCOPIC TEST ELLINGER TEST* 
fugm. meg. 
] Under 50 + + 6. 

2 Under 50 + +- 1.1 
3 Under 50 + +- Led 
4 Under 50 ++ 1.0 
5 Under 50 - 2.8 
6 50 ++ 5.5 
8 Under 75 ++ + 6.4 
9 106 +++ 1.6 
10 100 4 a 
ll 150 + 0.6 
12 150 = 0.4 
13 175 + 1.6 


*These values are expressed by means of plus marks, since the color 


produced in this test is apparently not a measure of the amount of copro- 
porphyrin, 


color, quantitative porphyrin determinations and quanti- 
tative urobilin determinations"! are presented. It is appar- 
ent that whereas a correlation may exist, it is by no means 
uniform, and in any event the color is not a measure 
of the porphyrin content. 


Since the method of Ellinger has not proved 
satisfactory in our hands, a simple procedure 
has been used’? by which the red color may 
be separated into two components, one represent- 
ing bile pigments and the other coproporphyrin. 
Whereas the latter color is too weak to permit es- 
timation by colorimetry, the use of a hand spec- 
troscope makes possible very satisfactory rough 
measurements of the amount of porphyrin pres- 
ent. With some experience this procedure can be 
carried out in less than thirty minutes. It is sum- 
marized in the following manner: 


All determinations are made on 10 per cent of the 
24-hour excretion of urine. 


1. Add 10 ce. of a saturated solution of sodium acetate 
and 1/3 volume of glacial acetic acid. 


2. Extract twice with an equal volume of ether and 
combine the ether solutions. 

3. Wash the ether extract twice with 1/5 volume 
of distilled water containing 10 drops of saturated 
sodium acetate solution. 

4, 


Extract the ether three times with 10 cc. of 5 per 

cent hydrochloric acid and combine the acid ex- 

tracts. 

5. Make the acid solution neutral to Congo red by 
the addition of saturated sodium acetate solution, 

and add 5 cc. of glacial acetic acid. 


Extract twice with an equal volume of ether. 
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Wash the ether extract twice with 1/5 volume 
of distilled water containing 10 drops of saturated 
sodium acetate solution. Discard the water, 
Extract the ether three times with 10 cc. of 0.5 per 
cent hydrochloric acid. This step may be repeated 
if large amounts of porphyrin are present. 

9, Extract the hydrochloric acid solution with equal 
volumes of alcohol-free chloroform until no more 
color comes out. 


10. 


— 


Make the hydrochloric acid solution neutral to 
Congo red by the addition of saturated sodium 
acetate solution, and add 2 cc. of glacial acetic 
acid. 

11. Extract twice with an equal volume of ether. 


2. Wash the ether extract twice with 1/5 volume 
of distilled water containing 10 drops of saturated 
sodium acetate solution. 


Extract the ether extract twice with 2 cc. of 5 per 


cent hydrochloric acid, combine and bring to a 
final volume of 5 cc. 


This gives a clear solution with a very faint pink 
color due to coproporphyrin if abnormally great 
amounts of the pigment are present. This may be 

matched against standard solutions of various con- 
centrations of coproporphyrin by the comparison 
of the intensity of the bands seen by means of a 
hand spectroscope.* A very faint yellowish color 
may be present, which can be removed by repeat- 
edly driving the porphyrins back and forth be- 
tween ether and hydrochloric acid as described. 
This color does not interfere with spectroscopy. 

With slight modification this procedure can be 


applied to the estimation of porphyrins in the 
feces. 


DISCUSSION 


Evidence has been presented that the red color 
developed in the Ellinger test is not a meas- 
ure of the porphyrin content of the urine. The 
suggestion is advanced that the red color of the 

*A standard hand spectroscope, as sold by the Bausch and Lomb Optical 
Company, is employed. Standard solutions containing known amounts 


of coproporphyrin are viewed in succession until one is found which gives 
bands of the same intensity as those of the unknown solution. 
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test is very largely due to a biliary pigment, but 
further information is required to establish this 
point clearly. A relatively simple method for 
measuring porphyrin in the urine has been de- 
scribed, and excellent procedures for urobilin are 
already available. The complexity of the subject 
of urinary chromogens, as well as the scanty in- 
formation available concerning many of their in- 
termediate products, makes advisable the use of 
recognized procedures for estimating compounds. 
of known composition. 
SUMMARY 

The method of Ellinger and Dojmi is not 
suitable for the estimation of porphyrin in urine, 
since the red color employed is due to several 
components of the urine; the amount of color due 
to porphyrins is so slight that colorimetry is im- 
practicable for the estimation of urinary porphyrin 
in physiologic and pathologic states. 

A method is described by which porphyrins can 
be extracted from the urine and measured with 
reasonable accuracy. 

66th Street and York Avenue. 
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THE SIGNIFICANCE OF UREA-SPLITTING BACTERIA IN 
THE FORMATION OF URINARY CALCULI* 


Ricuarp Cuute, M.D.+ 


BOSTON 


By THE course of the last three years at the 
Stone Clinic at the Massachusetts General Hos- 
pital I have become increasingly impressed with 
the prevalence and potency of urea-splitting, alka- 
linizing bacteria in the formation of urinary stones, 
especially in patients with multiple or recurrent 
stones. Although this effect has been commented 
on in both the American and European literature, 
its true importance is not generally recognized, 
even by trained urologists, and the purpose of this 
paper is to call attention to its frequency and 
significance. 

The organisms which infect the urinary tract 
and act most commonly as_ urea-splitters are 
Bacillus proteus, staphylococci, non-hemolytic 
streptococci, B. pyocyaneus, B. influenzae and 
Micrococcus flavus. Various workers both in 
America (Keyser,’ Scholl,’ Hager,® Higgins') and 
abroad (Winsbury-White’) are agreed on the po- 
tency of urea-splitting bacteria in general, and 
of the proteus bacillus in particular, in the forma- 
tion of urinary calculi. Hellstrém,° of Stockholm, 
has recently reported 90 cases of staphylococcal 
stone, and Lett,’ of London, found staphylococcal 
infection in more than half of 740 cases of urinary 
stone. Albright, Dienes and Sulkowitch* have 
called attention to a pure culture of B. influenzae 
in 2 cases of massive bilateral nephrolithiasis, and 
other authors have reported on the definite relation 
of urea-splitting bacteria to urinary calculi. 

When the urine is infected by one of these or- 
ganisms, the urea which is being excreted in the 
urine is split by the bacteria, with the formation 
of ammonia, which renders the urine alkaline. In 
this urine there tend to be precipitated crystals 
of calcium and magnesium phosphate (amorphous 
phosphates), of ammonium magnesium phosphate 
(triple phosphates) and of calcium carbonate. Such 
crystals are often seen in the urine of a normal per- 
son during the alkaline tide, and in such cases are 
physiologic, temporary and without any pathologs. 
cal significance. However, a urine which is infected 
by urea-splitting bacteria is constantly alkaline and 
contains these crystals in abundance. Consequent- 
ly it is not altogethes surprising that with this con- 
tinual presence of an abundance of crystalloids there 
is a strong tendency to the formation of calcium 
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phosphate — calcium carbonate calculi. This tend- 
ency is probably abetted by the partial destruction 
of the urea, one of the so-called hydrotropic sub- 
stances in the urine which increase the solubility 
of calcium salts and whose function is to help 
keep the urinary crystalloids from precipitating out 
of solution. Snapper, Bendien and Polak’ have 
done valuable work in this connection. 

As a result of the reports in the literature and 
of my own observations, it seemed worth while to 
review the bacteriology of all the cases in which 
patients were discharged from the Massachusetts 
General Hospital during 1937 with the diagnosis 
of lithiasis of the urinary tract. There was a 
total of 101 cases. Although practically all these 
patients had determinations of their serum calcium 
and phosphorus, only 1 case of hyperparathyroid- 
ism was found. Unfortunately 35 cases had to be 
excluded from this study either because no culture 
had ever been taken or because none had been 
taken until after the patients had been cystoscoped 
and operated on, with possible resulting contamina- 
tion. The uncultured cases were chiefly those of pa- 
tients with a small solitary ureteral stone who were 
in the hospital only a day or two and either passed 
their stone spontaneously or as a result of cysto- 
scopic manipulations. Of the 65 remaining cases, the 
number in which urea-splitting bacteria were the 
only demonstrable etiologic factor was impressive. 
Forty-three, or 65 per cent, were infected by urea- 
splitting, alkalinizing bacteria. Of these, 29 or 
67 per cent, had multiple or recurrent stones. In 
the series there were 26 cases of recurrent stone, 
and 21 of these, or 80 per cent, were infected with 
urea-splitting bacteria. In other words, recurrent 
or multiple stones and infections due to urea- 
splitting bacteria went hand in hand. The proteus 
bacillus «was usually found in conjunction with 
the colon bacillus, but the other bacteria often ex- 
isted in pure culture. The stones in all these cases 
with urea-splitting bacteria had the characteristic 
composition of a large amount of calcium phos- 
phate and some calcium carbonate, with occasion- 
ally some calcium oxalate or uric acid. 

The proteus bacillus was the commonest urea- 
splitting organism found; it was present in 60 per 
cent of the cases, or four times more frequently 
than any other organism. It is unfortunate that, in 
most cases, infection with this organism seems to 
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follow instrumentation, catheterization, so 
forth. Out of 26 cases of B. proteus infection, only 
2 patients had not been instrumented, and 1 of 
these had had a psoas abscess due to B. proteus. 
One of these 26 patients had been cystoscoped 
two hundred and eleven times. Another case typi- 
fies what I am afraid is an altogether too com- 
mon story of contamination. Before this patient's 
first operation he had had no proteus infection 
and his stone was composed of pure uric acid. At 
operation he acquired a B. protezs infection, and 
unfortunately, one small stone was left behind in 
the kidney. This stone increased rapidly in size, 
and when removed at a second operation was com- 
posed partly of uric acid and partly of phosphate; 
it probably had a uric-acid center surrounded by 
a coat of phosphates due to the action of the 
proteus bacillus. This bacillus is particularly prone 
to appear in the presence of rubber tubing, and the 
use of a suprapubic or nephrostomy tube for any 
considerable period is very liable to invite the 
appearance of proteus infection, which does in fact 
appear in most of our cases of long-standing 
cystostomy or nephrostomy. Even if the tubing is 
left in for a short time, this infection will creep 
in if irrigations are not done in an absolutely 
aseptic manner, and I believe that it is owing to 
carelessness in handling drainage tubes and cath- 
eters that a contaminating infection with this 
organism sometimes sweeps through a_ hospital 
ward. It therefore seems highly desirable to re- 
move drainage tubes as soon as possible, and to 
keep them connected while in place with a tight, 
sterile drainage-and-irrigation system, which is not 
taken apart even to make the bed, and which 
drains into a sterile bottle containing an antiseptic. 
The mode of infection with non-hemolytic strep- 
tococci and staphylococci, which were the next 
commonest urea-splitting bacteria, is not clear. In 
some cases, they may gain access to the urinary 
tract through the blood stream, because a num- 
ber of patients had never been instrumented. A 
similar mode of infection is suggested by 2 pa- 
tients with bilateral stones and influenza bacillus 
infection who had never been instrumented. 


Ammonium chloride has been frequently used 
in attempted acidification of the alkaline urine in 
these cases, in conjunction with some other drug, 
such as methenamine or mandelic acid; it should 
be emphasized that its employment in cases of 
urea-splitting infection is both useless and dan- 
gerous. Ammonium compounds are nitrogenous, 
and an increase in the nitrogen of the diet is 
followed by an increase in the urea excreted in 
the urine. The urea-splitting bacteria are thus 
given a richer pasturage, and their growth and 
output of ammonia are promoted. The increased 
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output of ammonia keeps the urine from ever 
becoming really acid, even with an intake of 
as much as 20 gm. (300 gr.) of ammonium chloride 
per day. Furthermore, acidifying the system great- 
ly increases the urinary excretion of both calcium 
and phosphorus, 4+ to 6 gm. of ammonium chloride 
per day raising the excretion to more than six 
times as much calcium as usual and more than one 
and a half times as much phosphorus. Thus there 
exists the dangerous combination of a greatly in- 
creased amount of calcium and phosphorus being 
excreted in a urine which is alkaline and infected 
—a combination strongly predisposing to the rapid 
formation of stone, which we have seen in a num- 
ber of cases treated in this way. 


The treatment of proteus infections has been dis- 
couraging, as they are especially stubborn. The 
other infections are somewhat more amenable to 
therapy. In almost no case has infection been 
permanently eradicated until all stones had been 
removed and all factors causing stasis remedied — 
this is not always possible. Furthermore, in many 
such cases the infection is chronic and of long 
standing, so that the chance of permanent cure 
is lessened. Taking all factors into consideration, 
the treatment of urea-splitting infections, espe- 
cially B. proteus infections, is difficult and uncer- 
tain. In our hands, intensive treatment with sul- 
fanilamide has given better results than has any 
other form of drug therapy. 


SUMMARY 


Urea-splitting bacteria are frequently found in 
association with and as the apparent cause of the 
formation of urinary calculi, especially recurrent 
and multiple calculi. 

Although this fact has been known for some 
time and has been commented on in the literature, 
its very great importance is apparently not gener- 
ally recognized. 

A review of all the cases of urinary stone enter- 
ing the Massachusetts General Hospital during 
1937 showed that more than half had an infection 
with a urea-splitting organism as the only appar- 
ent cause. The commonest organism (60 per cent) 
was the proteus bacillus, then non-hemolytic strep- 
tococci, staphylococci, B. pyocyaneus, B. influenzae, 
and M. flavus, in order of frequency. 

Eighty per cent of cases of recurrent stone were 
infected with urea-splitting bacteria, and sixty- 
seven per cent of cases of infection with urea- 
splitting bacteria had multiple or recurrent stones. 
Thus, recurrent or multiple stones and such infec- 
tions go hand in hand. 


These infections, especially those due to the 
proteus bacillus, are often difficult to cure. They 
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are almost never eradicated permanently until ex- 
isting stones and also stasis have been removed. 
Chronicity of infection lessens the chance of per- 
manent cure. The use of ammonium chloride as 
a urinary acidifier in infections of this type is 
contraindicated. Sulfanilamide has been the most 
effective form of drug therapy. 


352 Marlboro Street. 
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PROGRESS IN THE STUDY OF CARDIOVASCULAR DISEASE 
SYLVESTER McGinn, M.D.* 


BOSTON 


HE advent of heart disease to the position of 

the leading cause of death in the United States 
has presented a challenge to the medical profes- 
sion. The result is evident in the medical litera- 
ture of 1937, which contains excellent contributions 
on the subject of cardiovascular disease. Many of 
these are of the greatest importance, especially 
those made by experimental investigators; there 
is a strong suggestion that the culmination of years 
of research is about to be fulfilled and that explana- 
tion of some of our most perplexing problems will 
be provided. The work being done in the field of 
hypertension appears to be most promising, and 
gives the impression that we are on the verge 
of obtaining fundamental information which will 
aid in combating this serious condition. 

Several useful and valuable books devoted to a 
study of the cardiovascular system have been 
published. White has presented a second edition 
of his book Heart Disease. The new edition is 
smaller than the first, owing to the omission of 
much of the bibliography. Only key references 
and those to the most recent works are given. 
The advances made during the last five years 
in treatment, diagnosis and electrocardiography 
are described. Two books containing many illus- 
trations of clinical electrocardiography have been 
published: Carter’s The Fundamentals of Electro- 
cardiographic Interpretation and Ashman and 
Hull’s The Essentials of Electrocardiography. 
Roesler’s Clinical Roentgenology of the Cardto- 
vascular System is devoted to the clinical applica- 
tion of roentgenology to the cardiovascular system. 


PHYSIOLOGY 


McGuire and Goldman utilized the cyanide test 
for measuring the circulation time in diagnosing 
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venous-arterial shunt in congenital heart disease- 
Robb and Weiss found the average arm-to-carotid 
sinus circulation time in normal adults to be 15.1 
seconds. McGuire and Goldman observed an aver- 
age of 10.6 seconds in 11 normal children, 12.1 
seconds in 5 children with uncomplicated inter- 
ventricular septal defects and only 4.2 seconds in 
3 patients with the cyanotic type of congenital heart 
disease. 

Gross and his associates studied the hemody- 
namics in dogs, both in control groups and in ani- 
mals with the left coronary artery ligated. The ex- 
periments were performed with the chest open as 
well as closed. 

PATHOLOGY 


Wearn, Moritz and their collaborators have pre- 
sented further observations on the vascularity of 
heart valves. Lampblack or soluble blue was in- 
jected into the coronary arteries of hearts with nor- 
mal valves and of others with inflammatory valves. 
Vascularization of one or more valves was demon- 
strated in 66 per cent of the cases, and extended 
beyond the proximal third of the valve in 32 per 
cent. The occurrence and length of the vessels 
in valves of non-inflammatory hearts increased with 
age. These alterations were noted more frequently 
in valves known to have undergone inflammatory 
changes. For both groups the occurrence of vas- 
cularity of the valves was found in order of fre- 
quency in the mitral, tricuspid, pulmonic and 
aortic valves. 

Gross made an exhaustive study of the heart 
valves of human subjects, and of cows, rabbits and 
guinea pigs, as well as of both human and ani- 
mal embryos. Except for the latter group he used 
both injection and microscopic methods of study, 
and strongly prefers the examination of serial sec- 
tions with the microscope. He concludes that blood 
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vessels exist in normal valves in exceeding rarity, 
and believes that most vascularized valves are the 
result of rheumatic infection. Human embryos 
did not show vascularization of the valves as did 
those of oxen and swine. 


Winternitz and his associates made a_caretul 
study of the vessel walls of animals, using processes 
to clear the tissues, injecting India ink and dis- 
secting the vessel walls under a microscope. They 
found arising from the lumen of the cow’s aorta 
small vessels which join branches from the ad- 
ventitia and so form an anastomosis under the 
intima. Hemorrhages from these minute vessels 
into the wall of the arteries were not uncommon. 

Golden and Brams have reported finding a heart 
at autopsy weighing 1475 gm. Neither pericardial 
adhesions nor aortic valve disease, the common 
causes of great hypertrophy, were present, and in- 
asmuch as no cause for the enlargement was found 
it was considered to be the result of idiopathic 
hypertrophy. 

To the 4 cases of primary fibrosarcoma of the 
heart reported in the literature Fidler, Kissane 
and Koons have added another found in a ten- 
month-old infant at postmortem examination. 


ETIOLOGY 
Congenital 


Dry describes the embryology and comparative 
anatomy of the heart. Failure in the normal de- 
velopment of the heart results in congenital de- 
fects which may be recognized clinically. These 
manifestations are discussed. 

Maycock has reported the unusual case of a 
young woman with congenital stenosis of the 
abdominal aorta. The clinical findings were sim- 
ilar to those in coarctation of the aorta, except 
that erosion of the ribs could not be demonstrated. 

Gross studied 16 cases of bicuspid aortic valve, 8 
of which presented the microscopic criteria of the 
congenital bicuspid aortic valve described by Os- 
ler. In only 2 cases did the microscopic criteria 
coincide with those of Lewis and Grant. Gross 
believes that in most cases the so-called congenital 
bicuspid aortic valve is really due to rheumatic 
infection or to a degenerative sclerotic process 
(Ménckeberg sclerosis). Most cases seen in chil- 
dren are associated with some other congenital 
cardiac abnormality. It would seem that coexist- 
ing abnormalities should be found in adults if 
the bicuspid valve is indisputably congenital. 

Reviewing the electrocardiograms of 43. cases 
of congenital heart disease, Katz and Wachtel 
noted the frequency with which the QRS phase 
was diphasic. The smallest phase must have an 
amplitude of at least one quarter of the largest 
phase in order to be considered diphasic. 
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Subacute Bactertal Endocarditis 


After treating 3 cases of subacute bacterial en- 
docarditis with repeated transfusions from donors 
immunized with the patients’ organisms, Kilgore 
concluded that this therapeutic procedure was of 
no value. 


Rheumatic Heart Disease 


Leonard observed the ages at which 500 pa- 
tients, 71 per cent of whom had developed rheu- 
matic heart disease, suffered their first attack of 
rheumatic fever. Most of the initial attacks 
took place between the ages of five and eleven. 
During the ages of puberty — thirteen to fifteen — 
there was a decrease in the frequency of recurrent 
attacks. 

Roth, Lingg and Whittemore analyzed the rec- 
ords of 488 rheumatic children selected from 1107 
seen in the children’s cardiac clinic of Mount 
Sinai Hospital, New York City. In each case 
there was a definite manifestation of the onset of 
the rheumatic infection on an average of 2.3 years 
previously, characterized by polyarthritis, car- 
ditis, chorea or a combination of them. The mean 
age at onset was eight; in polyarthritis it was five, 
in carditis six and in chorea between seven and 
eight. The tendency to recurrence is manifest in 
that 73 per cent of the cases had such recurrences 
within three years of the initial infection and the 
second episodes were usually of the same type as 
the first. These authors suggest that chorea prob- 
ably does not cause valvular disease but that 
this is due to associated polyarthritis or carditis. 

Coburn and Moore found that 50 per cent of 
137 cases of chorea under observation occurred in 
non-rheumatic subjects, 25 per cent in quiescent 
rheumatic subjects and 25 per cent in subjects 
undergoing active rheumatic infection. Uncom- 
plicated chorea, they find, is accompanied by nor- 
mal blood sedimentation rates, and supplies in- 
sufficient evidence upon which to make a diagnosis 
of rheumatic activity. 

Massell, Mote and Jones observed the appearance 
of subcutaneous nodules at the site of subcuta- 
neous injection of the patient’s own blood in 37 
of 82 cases of rheumatic fever or chorea. Nodules 
appeared in 90 per cent of the patients with active 
rheumatic fever, in 50 per cent of those with only 
laboratory evidence of rheumatic fever, in 14 per 
cent of those without activity and in 14 per cent 
of those with chorea. In only 1 of 34 normal 
subjects did nodules appear. 

It has been observed by Thompson and Levine 
that patients with rheumatic endocarditis having 
stenosis of the tricuspid valve die at a relatively 
early age, but that they are able to tolerate their 
lesions for a longer period of time than do pa- 
tients with other valvular defects. When edema, 
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enlargement of the liver and ascites appear at an 
early age, the possibility of tricuspid stenosis should 
be considered. 

Bruenn studied 22 cases of acute rheumatic fe- 
ver in which there were long P-R intervals and 
decided that an increase in vagal tone was in part 
responsible for impairment of auriculoventricular 
conduction. The intravenous injection of atropine 
abolished the block in 19 cases. Exercise dimin- 
ished the P-R interval somewhat; adrenalin di- 
minished it in some cases and lengthened it in 
others. 

Sadow, Hubbard and Jones gave a diet consid- 
ered to be optimal in all food values to a group 
of 35 children affected with rheumatic fever. This 
dict had a caloric value 37.5 per cent greater 
than that of a regular hospital diet given to a 
control group of 25 patients. The children 
on the special diet showed a distinct gain in 
weight in comparison with the control group 
and with the patients themselves prior to par- 
taking of the experimental diet. While the lat- 
ter apparently did not alter the course of the 
rheumatic fever, these investigators deem it ad- 
visable to prescribe such a diet because of the sub- 
sequent gain in weight, a factor which they be- 
lieve to be highly desirable in children suffering 
with rheumatic fever. 


Angina Pectoris 


In their study of nearly 200 patients with angina 
pectoris, Riseman and Brown noted certain char- 
acteristics of that condition. The attacks were 
sudden in onset and short in duration, consisted 
of discomfort in the anterior chest and inner as- 
pects of the arms and were brought on by exer- 
tion in cold weather. The discomfort was vari- 
ously described as pressure, squeezing, choking 
and pain. When one or more of these symptoms 
were absent the diagnosis of angina pectoris was 
difficult to make. 

Riseman and Brown produced anginal attacks 
in $7 patients by having them perform graded 
exercises. The attacks were similar to those occur- 
ring under ordinary exertion, and nearly all lasted 
less than three minutes. In about half the cases 
amyl nitrite or nitroglycerin shortened the period 
of pain by one third, but in many of the other 
cases they were found of no value. The hypoder- 
mic tablet of nitroglycerin was preferable to the 
triturate, and 1/200 gr. was usually as effective as 
1/100 gr. 

Riseman and Brown also studied the effects of 
fifteen drugs on 26 patients with angina pectoris. 
They decided that the drugs, including placebos, 
were approximately equal in value. Quinidine 
sulfate and aminophyllin, the latter in doses of 3 
gr., benefited about half the patients. The prophy- 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Dec. 29, 1938 


lactic and hourly administration of 1/500 gr. of 
nitroglycerin gave freedom from attacks. 

Willius and Dry observed the treatment of 40 
patients suffering from angina pectoris with in- 
halations of trichlorethylene. Only 1 patient ob- 
tained complete relief, but 17 others had fewer 
and less severe attacks. Temporary improvement 
was found in 5 (13 per cent), no improvement 
in 13 (33 per cent), and 4 (10 per cent) died dur- 
ing treatment. Although these results do not 
justify enthusiasm, the authors suggest that this 
drug may be tried in cases where the usual thera- 
peutic measures have failed. 

Clerc and Sterne describe the case of a sixty- 
year-old woman suffering from anginal pain fol- 
lowing abrupt rises in blood pressure to 220 or 
240 mm. systolic, associated with an intense flush- 
ing of the face, chest and arms. The attacks 
lasted for twenty minutes and had been occurring 
three times a day for fifteen months. There was 
no change in the cardiac rate or in the electro- 
cardiogram. All medical measures failed to give 
relief, as did right and left stellate ganglionec- 
tomies. Finally, 0.2 gm. of Benzodioxan (diethyl- 
aminomethyl benzodioxan) was prescribed daily; 
this afforded immediate relief, and soon broughé 
almost complete disappearance of the attacks. 


Coronary Thrombosis 


An interesting comparison of 100 persons with 
coronary disease under forty years of age with 300 
healthy individuals over eighty has been made by 
Glendy, Levine and White. Only 4 women were 
in the younger group, and 3 of these had hyper- 
tension, although the incidence of hypertension 
in the 100 young patients was less than in cases 
of coronary disease at all ages. Ninety per cent 
of the older patients were mostly of British stock, 
had long-lived ancestors, lived in smaller com- 
munities and were accustomed to physical work. 
Thirty-nine per cent of the younger patients were 
Jews, and were for the most part business or pro- 
fessional men living in cities. The younger group 
were much heavier smokers than the older group, 
but the use of alcohol was evenly distributed. 

Master, Dack and Jaffe have given a complete 
clinical report of their observations on 140 con- 
secutive cases of coronary thrombosis, in 30 of 
which the patients died. Sixty-six per cent of the 
patients had congestive failure, and of these 30 
per cent died. About half the cases showed evi- 
dence of both right and left ventricular failure. 
The poor prognostic signs included low vital capac- 
ity, rapid pulse, a pulse pressure of less than 20 
mm., muffled heart sounds, gallop rhythm, rapid 
respirations and orthopnea, fever over 101°F., cya- 
nosis and shock. Irregularities of the pulse were 
usually transient and of no importance, whereas 
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heart failure, with a consequent poor prognosis, 
was common in hypertension and in cases with en- 
larged hearts. Of the 30 patients who died, 23 
were examined post mortem; most of them 
showed evidence of former occlusions, congestive 
failure and enlargement of the heart were present 
in nearly every case, and the incidence of anterior 
and of posterior infarction was about equal. 

Feil discusses 15 cases of coronary thrombosis 
belonging to the interesting group with prelim- 
inary mild angina occurring twelve to forty-eight 
hours before actual occlusion. The pain, he finds, 
is of an oppressive or burning character, is apt to 
be continuous and comes under the sternum with- 
out exertion or emotional upsets. In cases of hy- 
pertension or previous angina this syndrome should 
suggest the possibility of an increasing thrombus, 
soon causing complete occlusion of the coronary 
artery. The electrocardiogram was normal in 2 
of the 5 patients whose records were made during 
the preliminary period of pain. 


Sampson and Eliaser direct attention to a group 
of cases of progressive coronary thrombosis in 
which premonitory symptoms occurred before the 
actual arterial occlusion. The symptoms were 
characterized by chest pain of longer duration than 
the usual angina, lasting about an hour, unrelieved 
by nitroglycerin and brought on by the slightest 
exertion, such as eating. After the premonitory 
symptoms ceased, relief was complete for one to 
twenty-one days before the major attack. During 
this period of impending occlusion there was no 
fall in blood pressure, the patients were afebrile 
and electrocardiograms showed nothing suggestive 
of coronary thrombosis. The mortality for pa- 
tients with this syndrome was 34 per cent, as com- 
pared with 50 per cent for patients without pre- 
monitory symptoms. 

Bean has reported his study of 300 cases of 
myocardial infarction demonstrated at postmortem 
examination from 1906 through 1936. The average 
age of onset was sixty-one, and one third of the 
patients were women. Half the patients had had 
hypertension. Seven per cent of a group with a 
familial tendency to cardiovascular disease had 
hypertension and the age at onset was younger. 
Rheumatic heart disease, body weight, use of al- 
cohol and tobacco, time of day, activity and oc- 
cupation had no specific effect on the occurrence 
of coronary thrombosis. 


Kennedy reviews 200 cases of myocardial infare- 
tion shown at necropsy for the purpose of deter- 
mining the frequency or absence of pain. His 
data indicate that only 4 per cent of the attacks 
occurring within eight weeks before death were 
painless, but that 22 per cent of the old recovered 
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cases were painless. About 4 per cent of the re- 
cent myocardial infarctions and 14 per cent of the 
old cases were accompanied by complaints that 
consisted of constriction in the chest, pressure, 
burning, choking and indigestion. 

Palmer analyzed the blood pressures of 212 pa- 
tients who had survived an attack of coronary 
thrombosis. Fifty per cent had pressures of over 
160 mm. systolic and 100 mm. diastolic in the first 
year. Although most cases did not reach in a 
ten-year period the pressures prior to an_ attack, 
several exceeded their former levels. 

By x-ray, Palmer found enlargement of the heart 
in 64 per cent of 200 patients who had survived 
single attacks of coronary thrombosis. Eighty per 
cent of these cases were due to hypertension. In 
11 cases disease of the coronary arteries per se 
resulted in cardiac enlargement, 4 showing cardiac 
aneurysm, 3 bundle-branch block and 4 cardiac en- 
largement due to chronic myocardial ischemia 
alone. Congestive failure was not seen in hearts 
of normal size. One third of the patients failed to 
show or develop cardiac enlargement, although fol- 
lowed for periods averaging over three years from 
the first attack of coronary thrombosis. 

Palmer studied 212 cases of coronary thrombosis 
in which the patients survived an attack by three 
months. More than 25 per cent of the patients 
were able to lead active lives. The duration of 
life in 65 known cases averaged 4.2 years. Hyper- 
tensive patients appeared to have a slightly more 
favorable outlook for life than did non-hyperten- 
sive ones. Patients with normal-sized hearts who 
recovered from coronary thrombosis had twice as 
great a chance to lead a fairly active life as those 
with enlarged hearts. 


Cardiovascular Syphilts 

White and Wise state that the early diagnosis 
of cardiovascular syphilis is almost impossible. 
Where aortic regurgitation or aneurysmal dilata- 
tion is detected the disease process is advanced. 
Early treatment even in the absence of clinical 
manifestations is believed advisable. One hun- 
dred and one cases showing evidence of luetic 
aortitis at necropsy are described. Antemortem 
diagnosis was correct in 47 cases and - suspected 
in 10 others, but 44 were missed clinically. 

Kemp and Cochems studied the teleroentgeno- 
grams of 1000 syphilitic and 600 non-syphilitic 
patients in an attempt to find some method of 
making an earlier diagnosis of syphilitic aortitis. 
They found that increased widening of the supra- 
cardiac shadow with essential hypertension, arterio- 
sclerosis and increasing age was the same for each. 
They therefore concluded that the diagnosis of un- 
complicated syphilitic aortitis could not be made by 


1036 


teleroentgenography alone. The incidence of 
cardiovascular involvement in the 1000 syphilitic 
patients was 12.7 per cent. 


Hypertension 


Goldblatt has shown that constriction of the 
renal arteries results in an increase in blood pres- 
sure, and that release in the constriction is gradu- 
ally followed by a return to normal blood pressure. 
It is believed that the surgical procedure causes 
some hypothetic effective substance to be formed 
within the kidney, and that when liberated in the 
blood stream this substance causes a rise in blood 
pressure. An elevation is not observed if the 
renal veins are constricted at the same time as 
the renal arteries or after both kidneys have been 
removed. 

Freeman and Page were able to cause hyper- 
tension in dogs by compressing the renal ar- 
teries. Complete sympathectomy did not prevent 
the development of hypertension, nor did it af- 
fect the level of the blood pressure. The plasma 
volume was not increased during the development 
of hypertension. It was concluded that hyper- 
tension was not accounted for by increasing 
plasma volume or by increased peripheral resistance 
of reflex sympathetic vasomotor origin. 


Longcope found that 10 of 15 patients with ad- 
vanced or terminal chronic bilateral pyelonephritis 
had blood pressures of over 160 mm. systolic and 
105 mm. diastolic. The pressure is believed to 
advance with progress of the disease. In only 1 
of 7 early cases was there a pressure above 140 mm. 
systolic and 85 mm. diastolic. The hypertension 
was not associated with pronounced or excessive 
arteriosclerosis in 9 fatal cases. 

Wollheim has described a substance which he 
calls “depressan,” that is a vasodepressor obtained 
from the urine of normal individuals and of horses. 
It is not obtained from the urines of patients with 
essential hypertension, which leads Wollheim to 
the belief that this clinical disorder may result from 
a lack of depressan. Dilatation of the vessels of 
rabbits’ ears after injection of the substance is 
thought to be due to a direct action on the ves- 
sels and to be independent of nerve supply. The 
substance was given intramuscularly to 18 patients 
with essential hypertension, and 14 had a fall in 
systolic pressure of 30 to 50 mm. and in diastolic 
pressure of 20 mm. The fall began in six to 
twelve hours and persisted for one to three days. 

Dicker injected the urine of 20 patients with 
hypertension and that of 20 normal individuals 
into virgin mice. The urine of the hypertensive 
patients in nearly all cases caused well-marked 
hypertrophy of the uteri, tubes and ovaries. Hy- 
pertrophy was not so constant or so marked in 
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cases where the substance was obtained from pa- 
tients who had labile blood pressures. His find- 
ings suggest that the urine of hypertensive indi- 
viduals contains a prolan-like substance probably 
resulting from stimulation of the diencephalic or 
mesencephalic centers of the brain. He believes 
that this evidence supports the hypothesis that es- 
sential hypertension is of central-nervous-system 
origin. 

By observing cutaneous temperature changes 
Fatherree and Brown studied the effects of adren- 
alin injected intravenously into the arterioles of 
normal and hypertensive individuals. No essen- 
tial differences were noted. These authors sug- 
gest that overactivity of the vasomotor systems of 
hypertensive individuals subjected to such stimuli 
as cold is the result of changes in the vasomotor 
centers. 


Griffith, Lindauer and Campbell treated 26 hy- 
pertensive patients with potassium thiocyanate. 
Of 16 patients adequately treated, 10 had good re- 
sults with a fall in systolic and diastolic pressures. 
The dose varied from 0.3 to 1.0 gm. daily, the in- 
tention being to keep the blood-thiocyanate level 
at about 10 mg. A micromodification of Barker’s 
blood-thiocyanate method is described which has 
the advantages of permanent standards, and of the 
fact that blood is taken from the finger rather than 
from the vein. 


Page and Heuer sectioned the anterior nerve 
roots of 17 patients with essential or malignant hy- 
pertension. It was assumed that the lumen of 
the splanchnic vessels was narrowed as a part of 
the general vasoconstriction in hypertension, and 
that the elimination of the vasomotor control of 
these vessels might lower the arterial blood pres- 
sure. Favorable responses were seen in 11 pa- 
tients followed for eight to thirty-seven months. 
Improvement in the blood pressure and remis- 
sions of general symptoms such as headaches were 
noted. Renal efficiency, as measured by the urea 
clearance test and ability to concentrate urine, 
was unchanged. Despite the clinical improve- 
ment in these cases, the value of the procedure 
in the treatment of hypertension has yet to be 
established. 

Allen and Adson have reported on 85 hyper- 
tensive patients treated by sympathectomy. There 
were no operative deaths, and 70 per cent were 
considerably relieved of clinical symptoms. In 45 
per cent of the cases the blood pressure was not 
materially reduced, in 30 per cent there was a fair 
reduction and in 25 per cent an excellent one. In 
some cases it was found after operation that the 
heart decreased in size, retinitis and albuminuria 
decreased, and inverted T waves became upright. 
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Pulmonary Heart Disease 


In a study of the cardiovascular systems of 80 
patients with marked emphysema, Parkinson and 
Hoyle concluded that symptoms referable to the 
heart occurred if at all only in the later stages of 
the most severe cases, especially if some other 
cardiac abnormality was present. Clinical evi- 
dence is confusing because of the similarity of 
pulmonary and cardiac symptoms, and in only a 
few cases is an electrocardiogram of help in show- 
ing right-axis deviation. The x-ray, it is stated, 
gives the most convincing proof of complicating 
cardiac disease in emphysema, when it is possible 
to demonstrate enlarged hilus shadows, promi- 
nence of the pulmonary conus and right ventricu- 
lar enlargement, best seen in the left oblique posi- 
tion, 

Porter and Gordon studied the seven-foot heart 
plates of 400 patients having pulmonary tubercu- 
losis, the ages varying between eighteen and sixty- 
seven. In 50 per cent the measured transverse 
diameter of the heart was greater than the pre- 
dicted diameter, in 41 per cent it was less, and in 
8 per cent it was equal. 

Nemet and Rosenblatt studied 71 necropsies 
performed in a year on the tuberculosis service 
of the Montefiore Hospital. Right ventricular 
enlargement was found in 33 cases or 47 per 
cent, none of which showed coronary disease or 
hypertension. The hearts in general were smaller 
than normal. Symptoms noted were dyspnea (91 
per cent), cyanosis (70 per cent), hepatomegaly 
(42 per cent), and edema (45 per cent). The 
electrocardiograms were too few to serve as a 
basis for conclusions, but x-ray studies were help- 
ful in detecting right ventricular enlargement. 
Eleven of the 33 patients were recognized during 
life as having heart trouble. 


Only 1 case of pulmonary tuberculosis was 
found by Gloyne and Shiskin in the autopsy rec- 
ords of 121 cases of mitral stenosis. They be- 
lieve that the pulmonary congestion subsequent 
to mitral stenosis is unfavorable to the develop- 
ment of pulmonary tuberculosis. 


Thyroid Heart Disease 


The heart of the terrapin rendered thyrotoxic 
by the administration of thyroid extract has been 
studied by McDonald. Increased work per gram 
of tissue per minute is performed by the hyper- 
thyroid heart, and it consumes a greater amount 
of oxygen per gram of tissue than does the normal 
heart. There is, however, a fairly close compari- 
son between the work done and the oxygen con- 
sumed in the two hearts. After the administra- 
tion of adrenalin the hyperthyroid heart uses more 
oxygen than the normal heart, and can perform 
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the additional work for a much shorter time. The 
author believes that thyrotoxicosis uses up the 
cardiac reserve, and that the dilatation which re- 
sults is far from being a compensatory mechanism. 


A study of cardiac hypertrophy in 27 cases of 
Graves’s disease has been reported by Friedberg 
and Sohval. Cardiac hypertrophy was found in 
14 cases, but only 2— and both of those had very 
slight enlargement — were uncomplicated by car- 
diac failure, hypertension, auricular fibrillation or 
coronary disease. Cardiac hypertrophy, then, 
seems to be very uncommon in uncomplicated 
Graves’s disease. When present it is of slight 
degree, and is attributed to an increased systolic 
output rather than to the tachycardia. 


Miscellaneous 


Hamilton has reviewed his sixteen years’ ex- 
perience at the Boston Lying-in Hospital, during 
which time 850 women were classed as having 
cardiac disease on the basis of cardiac enlargement, 
a diastolic murmur, signs or history of heart fail- 
ure or a dangerous disorder of the heart beat. The 
maternal death rate was 3.5 per cent when failure 
had never been present, 16.0 per cent when there 
was a history of congestive failure and 33.3 per 
cent when auricular fibrillation was present. Ex- 
cluding deaths due to congestive failure, the car- 
diac patients had a death rate of about 2.5 per 
cent, or ten times that of normal women. Factors 
causing death, such as subacute bacterial endocar- 
ditis, embolism and puerperal sepsis, indicate a 
greater susceptibility to complications for this 
group. Most of the cases of congestive failure 
occur in the seventh and eighth months, although 
75 per cent die in the puerperium following the 
strain of labor. Regimes to protect the patient 
from going into failure have been devised; they 
include avoidance of fatigue, care of intercur- 
rent infections, care of indirect loads on the 
heart, such as those caused by anemia and obesity, 
and weekly examinations. Because abdominal 
hysterotomy has increased the possibility of sepsis, 
and because of a better understanding of the care 
and physiology of pregnant women, that clinic 
is now trying to avoid hysterotomy for cardiac 
indications alone. 

A cosmopolitan group of patients composed of 
seamen entering the port of New York was inves- 
tigated by Arenberg. He studied 485 cases with 
complete cardiac examinations. Active or latent 
syphilis was discovered in 26 per cent, half of which 
number showed cardiovascular complications. The 
incidence was over twice as great for Negroes as 
for Whites. The hypertensive group was the 
largest, comprising 41.6 per cent, and the rheu- 
matic group was next with 21.3 per cent. Thirty- 
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seven per cent of the hypertensive patients and 
55 per cent of those with rheumatism were Ameri- 
cans. Atherosclerosis, including coronary disease, 
comprised 18 per cent of the total group, nearly 
half the patients being Americans and none com- 
ing from tropical or subtropical countries. 

Thompson, Golden and White, in a study of 
the effect of diphtheria as an etiologic factor in 
conduction disturbances of the heart occurring 
several years after the acute illness, reviewed 100 
cases studied by Jones and White in 1927. Two 
patients were known to be dead, 6 were untraced, 
1 was reported in good health and the remaining 
91 had a thorough cardiac examination. The 
conduction time was not abnormal in any case, 
although in 2 the P-R interval was longer and in 
2 the QRS complex was wider than at the ex- 
amination ten years before. It is concluded that 
although conduction may be prolonged during 
acute diphtheria, the evidence fails to indicate 
that it may develop years after the illness. 

Porter studied the physiologic changes in the 
cardiovascular system of 18 patients suffering from 
hookworm infestation and its associated anemia. 
It was found that the vital capacity was in- 
creased, the sensitivity of the central nervous cen- 
ters controlling respiration were diminished and 
there was an increased tolerance of the tissues to 
lack of oxygen; there was no increased velocity of 
blood flow to compensate for reduction in the 
oxygen-carrying capacity of the blood. The pulse 
was usually low, as was the blood pressure, where- 
as the venous pressure was normal.  Electrocat- 
diograms showed nothing of significance. After 
treatment it was found that the transverse diame- 
ter of the heart was 1.6 cm. greater than normal 
in 8 patients. 

A case of the acute pernicious form of beri-beri 
has been reported by Hashimoto. Prompt relief of 
the cardiac symptoms followed the intravenous in- 
jection of vitamin B1. 

Glendy, Castleman and White have reported 
their clinical and anatomical findings in 13 cases 
of dissecting aneurysm of the aorta related to 
death, and in 6 cases where it was found inciden- 
tally. A correct diagnosis was made before death 
in 2 cases, bringing the total of such cases in the 
literature to 13. The disease is found in men 
more often than in women, and is associated with 
severe chest pain, which radiates to the head, neck, 
back, abdomen and lower extremities. Collapse, 
tachycardia and leukocytosis are usually found. 
Dissection along other vessels leading from the 
aorta may cause symptoms of circulatory impair- 
ment to that part. The acute cases survived for 
an average of four days, 1 patient living for fifteen 
weeks. 
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Beck describes acute and chronic compression 
of the heart and adhesions to the heart. He states 
that adhesions do not produce dilatation, failure or 
hypertrophy of the heart, and concludes that the 
Brauer operation for removing such adhesions is 
therefore of very little value. 


SYMPTOMS AND SIGNS 


Leech has reviewed the possible causes and 
the hemodynamics of acute cardiac failure. The 
difference between right and left ventricular fail- 
ure is well explained. The prognosis and treat- 
ment of acute heart failure are discussed. 


A summary of the experience of insurance com- 
panies with various kinds of heart murmurs has 
been given by Hunter. The usual murmurs due 
to valvular lesions gave an expectedly high mor- 
tality rate. The so-called functional murmurs 
were of particular interest, and were attended with 
a higher mortality rate than was anticipated, es- 
pecially when associated with cardiac hypertrophy 
or when the patients were over thirty-five. The 
data were obtained from a selected group, where 
it might be assumed the murmur was of more 
than average intensity. 

Thompson and Levine provide further evidence 
of the grave prognostic significance of pulsus al- 
ternans, based on 71 cases known to have resulted 
in death. The average duration of life after its 
detection was 14.5 months; the prognosis was 
worse if the patient was young or female, if 
congestive failure was present, or if there was 
an associated high blood pressure. Moderate ele- 
vation of either the systolic or the diastolic pres- 
sure seemed to be a favorable circumstance. 


Flaxman found that auricular fibrillation com- 
plicated 158 (25.3 per cent) of 623 cases of hyper- 
tensive heart disease. The rapid and irregular 
rhythm precipitated and preceded congestive fail- 
ure in 44 patients and was believed to have altered 
the course of the disease. When the auricular 
fibrillation came after congestive failure had oc- 
curred, it had no apparent influence on the course 
of the disease. 


Brill reports a case of auricular fibrillation as- 
sociated with considerable congestive heart failure 
in a woman of forty-three without any clinical 
evidence of heart disease. According to the his- 
tory the arrhythmia was present for a little over 
two months, and terminated suddenly with 
restoration of a normal rhythm after the admin- 
istration of 3 gr. of quinidine sulfate. 

McGuire and McNamara have described the 
clinical and pathologic features of 9 cases of pul- 
monary insufliciency. Three cases were due to 
rheumatic endocarditis, 2 to bacterial endocarditis, 
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1 to syphilis of the pulmonary artery and 3 to rel- 
ative pulmonary insufficiency; 1 of the last group 
was due to mitral stenosis, and 2 were associated 
with pulmonary arteriosclerosis. The clinical find- 
ings in these 9 cases were a diastolic murmur in 
the second left interspace transmitted to the axilla, 
accentuation of the pulmonary second sound, 
prominent pulmonary conus and pulsation of the 
hilus shadows, and right-axis deviation. 


In an attempt to explain the common systolic 
murmur heard in the pulmonary area, Chisholm 
has likened the appearance of the pulmonary valve 
cusps with dilatation of the artery to a recognized 
geometric figure, the trigonoid. With dilatation 
of the pulmonary artery as in systole, the cusps 
form a triangle-shaped rim inside the artery in- 
stead of falling back snugly against the wall. 
The higher the degree of dilatation present, the 
tenser is the ridge made up of the valve cusps, 
and so the more apt it is to produce murmurs. 


Gouley observed an unusual syndrome as a part 
of adhesive pericarditis wherein the pulmonary 
artery is enmeshed in adhesions and considerably 
constricted. He presents 6 cases of rheumatic ett- 
ology, in all of which recurrences caused death. 
None showed the clinical features of the famil- 
iar Pick’s syndrome. The physical signs of im- 
portance in this condition are a harsh pulmonic 
systolic murmur, sometimes with a thrill, an ac- 
centuated pulmonic second sound with a diastolic 
shock felt in the same area, and an increase in 
the area of cardiac dullness in the third left inter- 
space, presumably due to hypertrophy and dila- 
tation of the pulmonary conus. 

Altschule and Blumgart made a thorough study 
of the hemodynamics in a clinical case of tricuspid 
stenosis. The patient showed clinical evidence of 
rheumatic heart disease with aortic, mitral and 
tricuspid stenosis and insufliciency. The diagnosis 
of the tricuspid lesion was based mainly on the 
presence of a loud systolic and whistling decre- 
scendo diastolic murmur heard at the lower end 
of the sternum and transmitted to the right. De- 
spite a high venous pressure and liver enlarge- 
ment no edema was present, suggesting that some 
factor other than elevated venous pressure is re- 
sponsible for edema. In this case the plasma pro- 
teins, cardiac output, venous oxygen content and 
saturation, and arteriovenous oxygen difference 
were normal. 


Taussig reports a case of tricuspid stenosis 
proved at autopsy. A chest plate shows a heart 
shadow that may be characteristic of this condi- 
tion. 

Levine and White found that pulmonary in- 
farction was common in cases of mitral disease 
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with congestive heart failure. Of 52 autopsied 
cases of mitral stenosis, 23 had congestive failure, 
and of these, infarcts in the lungs were present in 
61 per cent. Only 7 per cent of the 29 cases with- 
out congestive failure had pulmonary complica- 
tions. In a group of 82 hypertensive cases, 39 had 
congestive failure, and of these, 21 per cent had 
pulmonary infarction. 

The frequency with which vascular complica- 
tions occur in polycythemia vera has been empha- 
sized by Norman and Allen, who base their con- 
clusions on the observation of such complications 
in 34 per cent of 98 cases of polycythemia seen at 
the Mayo Clinic between 1929 and 1936. Periph- 
eral vascular occlusion was most commonly seen 
(7 cases), but intra-abdominal (6 cases), cere- 
bral (6 cases) and coronary artery (5 cases) occlu- 
sions were nearly as common. The clinical symp- 
toms coincided with the location of the area of 
infarction. It is believed advisable to consider the 
possibility of polycythemia vera’s being present in 
such cases and to institute therapy with phenyl- 
hydrazine. 

Riseman and Brown found that elderly persons 
had a slightly higher sedimentation rate (up to 
0.70) than normal young individuals. Moderate 
elevation was found in half their 55 patients with 
angina pectoris. Elevation was an almost con- 
stant finding in cases of coronary thrombosis, 
the highest rate occurring between the fourth and 
twelfth days after occlusion. The mortality of 
patients discharged with high sedimentation rates 
during the first year was twice that of patients 
with low or normal rates. 

An interesting case is reported by Stanley in 
which a diagnosis of perforation of the interven- 
tricular septum was made; this occurred three 
days after right coronary occlusion. At the time 
of perforation the patient went into a state of 
shock, became cvanotic and suffered substernal 
pain, and developed a harsh systolic murmur, with 
a thrill in the fourth left interspace. An electro- 
cardiogram showed changes consistent with a 
posterior infarction. The diagnosis was confirmed 
at autopsy. 

Wortis studied 100 cases of psychosis associated 
with congestive heart failure. His report includes 
an extensive bibliography related to the topic. The 
cardiac psychosis is characterized by confusion, 
anxiety and delusions of persecution, and its pres- 
ence usually indicates a poor prognosis. 

Smith believes that the possibility of carotid- 
sinus syncope should be considered in patients suf- 
fering from vertigo and spells of unconscious- 
ness. He has reviewed the anatomy and _physi- 


ology of the carotid sinus. Eighty-five cases were 
observed at the Mayo Clinic, most of the patients 
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being men beyond middle age. Attacks occur 
most frequently when the patient is standing or 
sitting, may be preceded by an aura, and may be 
associated with convulsions lasting from a few 
seconds to twenty minutes. During induced at- 
tacks the blood pressure usually decreases. 

An interesting case is described by Borg and 
Johnson, in which the patient had suffered fre- 
quent attacks of syncope apparently due to ven- 
tricular fibrillation. He was a young man who 
had auriculoventricular block. Electrocardiograms 
illustrated the heart block, ventricular standstili 
and the onset and offset of attacks of transient 
ventricular fibrillation. 


X-Ray 


That the left auricle in mitral stenosis can be 
seen pressing on the barium-filled esophagus in 
the oblique position is well known. Babey calls 
attention to and demonstrates other conditions 
that may also cause an impression on the esophagus. 
These include hearts with interauricular septal de- 
fects, hypertrophied left ventricles due to aortic 
valve or hypertensive heart disease, and some 
cases of auricular fibrillation or flutter. 

Schwedel has reported an observation made while 
using barium in the esophagus during radiographic 
examination of the heart that is useful in differ- 
entiating left auricular enlargement and elongation 
of the aorta. In the former condition there is 
posterior displacement and right displacement of 
the barium column in the right oblique and 
posteroanterior positions respectively. In the case 
of a tortuous and elongated aorta, the esophagus 
deviates to the left in the posteroanterior position, 
and posteriorly in the left oblique position. Changes 
in the course of the esophagus are due in the 
former case to pressure of an enlarged left auricle, 
and in the latter to traction by adhesions between 
the esophagus and the elongated tortuous aorta. 

Edeiken and Wood made an orthodiagraphic 
study of 291 male students between sixteen and 
twenty-six years of age. They noted that the 
figures for the cardiac areas as predicted by Eyster 
and Hodges were about 10 per cent too high. 


ELECTROCARDIOGRAPHY 


Cutts presents the electrocardiograms of 12 un- 
usual cases in which the cardiac pacemaker fre- 
quently fluctuated between the S-A and the A-V 
nodes. In order for this type of arrhythmia to 
take place, it is necessary that the A-V node be 
relatively more irritable than the S-A node. In a few 
cases retrograde conduction was blocked, resulting 
in interference dissociation in which some of the 
ventricular responses are initiated in the sinus node 
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and follow normal P waves, whereas the major part 
of the tracing is that of complete A-V dissocia- 
tion. Nine of the 12 patients had elevated tem- 
peratures, and 6 had acute rheumatic fever. 

Schott reports an interesting case with unusual 
electrocardiograms. The patient usually ran a 
slow pulse, but tracings showed occasional periods 
of dissociation, the auricles beating at a slower rate 
than the ventricles, which received their stimulus 
from the A-V node. Atrioventricular rhythm with 
retrograde P waves also occurred. Digitalis given 
in small doses restored normal rhythm by depress- 
ing the impulse formation in the A-V node. 

Maddox has reported an unusual case of parox- 
ysmal tachycardia lasting for sixty-nine days. The 
heart returned gradually to a normal rhythm, and 
variations in the P waves persisted for some time. 

Van Nieuwenhuizen and Hartog have discussed 
the merit of Lead 4 as the result of their study of 
1500 tracings. They state that in coronary throm- 
bosis the chest lead is often the only diagnostic 
electrocardiographic evidence, and that it is often 
helpful in cases of gradual coronary thrombosis. 
They recognize that bundle-branch block, the ad- 
ministration of digitalis and the position of the 
heart, especially in’ children, may influence the T 
wave in Lead 4. 

Sorsky and Wood studied the electrocardio- 
grams of 100 normal children and 50 normal 
adults in an effort to determine what variations 
may occur in normal chest leads. They used an 
exploring electrode on the chest, with the indif- 
ferent electrode on the left leg or the right arm. 
Their criteria coincide with those generally con- 
sidered normal; namely, the P wave is usually al- 
though not always inverted, Q-R is biphasic but 
may have an initial upward Q, and the T wave 
is usually inverted. Shifting of the exploring 
electrode toward the sternum from the apex re- 
sults in diminution of the Q wave, and gradually 
alters the T wave from inversion to an upright 
position. 

Feinstein and Lieberson have reported frequent 
serial four-lead electrocardiograms of 12 patients 
with acute coronary thrombosis. They were par- 
ticularly interested in Lead 4, and maintain that 
there may be a high take-off of the T wave in 
this lead in the presence of a posterior area of 
infarction. These changes occur very early, and 
are followed by deep inversion of the T wave. 
in an anterior infarct there is a low origin of the 
T wave in the earliest period and before the T 
wave becomes upright. 

Van Nieuwenhuizen and Hartog have studied 
the electrocardiographic changes found in cases of 
hypertension. Left-axis deviation when Lead 4 was 
applied occurred in $3 per cent of the cases of 
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hypertension, and was more pronounced in the 
older patients and with those having higher  sys- 
tolic and diastolic pressures. The authors  be- 
lieve that the principal causes of left-axis deviation 
in such cases are clockwise rotation of the 
heart and dilatation of the left ventricle. They 
consider that Lead 4 shows left-axis deviation 
when the Q wave is less than 2 mm. and the R 
wave is over 17 mm., the application of electrodes 
being one on the left leg and the right arm electrode 
in the fourth interspace “near the sternum.” Clin- 
ical evidence indicates that inversion of the T wave 
in Lead 1 in cases with left-axis deviation is sug- 
gestive of myocardial damage. 

That an upright T wave in Lead 4 does not 
necessarily signify corémary disease is pointed out 
by Roth. In cases of arterial hypertension, as well 
as other causes of left ventricular hypertrophy, 
the chest lead with the electrode at the apex shows 
the QRS component directed downward, followed 
by an upright T wave. This closely resembles the 
complexes found in Lead 3. 

Master and his group have investigated th 
significance of small or absent initial deflections of 
the precordial lead. In two thirds of the patients 
an absent initial wave was found in association 
with old or recent coronary occlusion of the an- 
terior type, and in 54 per cent was followed by an 
abnormal T wave. In tracings with small initial 
deflections coronary disease was present in 66 per 
cent of cases. The absence of the Q or R wave 
did not always indicate coronary disease, and in 
a few cases the wave returned as healing pro- 
gressed. In 7 per cent of the cases with small 
initial deflections in the precordial leads the pa- 
tients showed no clinical evidence of coronary 
disease. 

Whitten has introduced a new lead called the 
“midaxillary,” in which the right-arm and left-arm 
electrodes are placed in the respective axillas. This 
side-to-side electrical axis was thought to record 
more accurately the same electrical potential as 
does Lead 1. The resultant tracing is similar to 
the conventional Lead 1 except that the complexes 
are of higher voltage, more easily depicted and 
therefore more sensitive to detecting abnormality. 
It is suggested that the midaxillary lead may be 
of great help in differentiating anterior and_pos- 
terior areas of myocardial infarction. 

De Chatel studied the — electrocardiographic 
changes in dogs’ hearts in a state of dilatation due 
to compression of the pulmonary artery and aorta. 
The T wave in Lead 3 became negative with di- 
latation of the right ventricle and taller with di- 
latation of the left ventricle. 

Barker, Johnston and Wilson report 9 cases of 
abnormally low serum-calcium values. They found 
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that the Q-T interval was prolonged, although 
heart-sound records failed to show prolongation of 
systole. 

Vander Veer and Norris reported in detail 6 
cases with definite electrocardiographic changes 
found among 14 cases of acute pericarditis. The 
changes consisted of elevations of the S-T seg: 
ment, usually in all leads, and in no case was 
there a low take-off in Lead 3. Lead 4 or the 
chest lead was normal. On the basis of pathologi- 
cal studies it was concluded that the electrocardio- 
graphic changes were due to superficial myocar- 
ditis rather than to cardiac tamponade. 

Langendorf and Pick encountered electrocardio- 
graphic changes in 12 cases of acute diffuse glo- 
merulonephritis. The changes were similar to 
those seen in pericarditis and anterior myocardial 
infarctions. 

Bellet and Dyer found fairly consistent electro- 
cardiographic changes in 17 patients in diabetic 
coma. There were lengthening of the Q-T in- 
terval, depression of the S-T interval and. inversion 
of 'T waves. These changes occurred after recov- 
ery from the coma rather than during it, and even- 
tually the electrocardiograms became normal. It 
is suggested that the variations in the electrocar- 
diograms indicate impaired function of the myo- 
cardium due to altered metabolic processes asso- 
ciated with diabetic coma. The changes were 
equally as severe and as frequent in young as in 
old patients, so that the condition of the heart prior 
to coma probably had little to do with the varia- 
tions. 

Steinmann discovered that the electrocardio- 
grams of 21 out of 30 patients with carbon- 
monoxide poisoning showed evidence of myocar- 
dial damage consisting of S-T segment depression 
and flattening of the T waves. No cases showed 
persistent damage. 

Larsen and his associates have reported their 
measurements of various parts of the electrocar- 
diograms in 15 patients without evidence of car- 
diac disease who had taken 1 to 3 gm. of digitalis. 
Changes in the electrocardiogram took place as 
early as two hours after the ingestion of 1 gm. 
of digitalis, and persisted as long as thirty days 
after taking the drug. The Q-T interval was 
shortened and the T waves were lower in nearly 
all the cases. The heart rate was slowed in 9 cases, 
and the P-Q interval was increased in 4. 


PHARMACOLOGY 


Gold and his associates observed the effect of 
aminophyllin on the course of the infarcted area 
resulting from ligation of the circumflex branch of 
the left coronary artery of 19 cats. They found 
that it did not hasten healing, diminish the area 
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this position until 1922. He was president of the 
staff of the Carney Hospital for a number of years, 
and as such, his advice and counsel were frequently 
sought in formulating changing policies to meet 
new conditions and improvements. 

Doctor Johnson was married on July 2, 1879, 
and two sons and a daughter were born of this 
union. His daughter died in early childhood, but 
his widow and two sons survive him. 


He was always a deep student of his specialty 
and wrote many articles which were published in 
the leading medical journals of the world. He 
was a founder of the American College of Surgeons 
and of the New England Obstetrical and Gyne- 
cological Society, a fellow of the American Medical 
Association and of the Massachusetts Medical So- 
ciety and a member of the Boston Surgical Society 
and of the alumni associations of the following in- 
stitutions: Boston City Hospital, Harvard Medical 
School, Free Hospital for Women and Boston 
Lying-in Hospital. He was also a member of the 
Boston Medical Library and the Harvard Club of 
Boston. 


An outstanding surgeon, a gifted teacher, a true 
and loyal friend, Doctor Johnson endeared himself 
to every doctor, student, nurse and patient with 
whom he came in contact in his fifty-seven years 
of practice in Boston. 


E. L. K. 


DEATHS 


CANEDY — Freperick S. Canepy, M.D., of Wellfleet, 
died December 12. He was in his seventy-first year. 

Born in Taunton, he attended Taunton High School 
and Boston University, receiving his degree from Boston 
University School of Medicine in 1891. He began his 
practice in Providence, later moving to Winchester where 
he remained for several years before going to Wellfleet. 

Dr. Canedy was a member of the Massachusetts Medical 
Society and a former member of the school committee 
in Wellfleet. 

His widow and a brother survive him. 


PIERCE — Wittarp H. Pierce, M.D., of Bernardston, 
died September 24. He was in his seventy-sixth year. 

Born in Westminster West, Vermont, he attended Sax- 
tons River Preparatory School and received his degree 
from the University of Vermont College of Medicine in 
1885. He settled in Bernardston the same year and later 
opened an office in Greenfield, Dr, Pierce was the found- 
er of a private hospital in Bernardston which was later 
made a part of the Franklin County Hospital. 

He was a member of the American Medical Association, 
the Massachusetts Medical Society, the Connecticut Valley 
Medical Association and the American College of Sur- 
geons. 

His widow survives him. 
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MISCELLANY 
THE NATIONAL HEALTH PROBLEM 


The following statement was recently released by the 
Committee of Physicians for the Improvement of Medical 
Care, Incorporated: 


Tue Narionat HeattH CoNFERENCE 
AN ANALYSIS OF THE PROBLEM OF MEDICAL CARE 


There has been general agreement in the reports of all 
bodies which have examined the state of health services 
both here and abroad with respect to the major deficien- 
cies of systems for the provision of medical care and the 
directions which remedial measures must take: 


I. From the standpoint of income and costs, the popu- 
lation may be divided into three or four classes: 


1. Those who are able from their own resources to 
purchase all the medical care they require. For 
members of this group no provision need be made 
except for their education in matters of health. 


Those at the other end of the scale, who cannot 
afford to pay anything for medical care. For 
this class provision must be made at public ex- 
pense. 


3. Those between the wealthy and the truly needy, 
who can, as individuals, from their own resources 
meet some, but not all, costs of medical care. This 
group may be divided into two classes: 


a. Those who have a sufficient margin of economic 
safety to meet all the costs of medical care by 
cost-sharing methods. In theory, at least, the 
needs of this class can be met by voluntary cost- 
sharing methods (insurance, co-operatives, and 
so forth). 


. Those whose margin of competence is so small 
that they cannot meet all the costs of medical 
care by voluntary cost-sharing methods. The 
needs of this group can be met only by supple- 
mentary aid. 


I]. The essential components of a comprehensive pro- 
gram to provide medical care for the whole popula- 
uon are: 


1. Adequate public-health services correlated with 
medical services for the individual. These must 
include protection of the populace against environ- 
mental factors deleterious to health and against 
injurious influences resulting from disease among 
their fellow citizens. 


Services of medical practitioners. 


3. Diagnostic and therapeutic facilities and the serv- 
ices Of competent specialists. 


4. Sufficient hospitals, adequately equipped and 
staffed, conveniently distributed, and so financed 
that hospital accommodations and facilities will be 
available to the whole population. 


Jt 


Cash disability benefits or other measures to com- 
pensate the worker for economic loss incurred by 
reason of inability to work because of illness or 
physical disability, 


~, 
— 
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hypertension, and was more pronounced in the 
older patients and with those having higher sys- 
tolic and diastolic pressures. The authors  be- 
lieve that the principal causes of left-axis deviation 
in such cases are clockwise rotation of the 
heart and dilatation of the left ventricle. They 
consider that Lead 4 shows left-axis deviation 
when the Q wave is less than 2 mm. and the R 
wave is over 17 mm., the application of electrodes 
being one on the left leg and the right arm electrode 
in the fourth interspace “near the sternum.” Clin- 
ical evidence indicates that inversion of the T wave 
in Lead 1 in cases with left-axis deviation is sug- 
gestive of myocardial damage. 

That an upright T wave in Lead 4 does not 
necessarily signify cor@mary disease is pointed out 
by Roth. In cases of arterial hypertension, as well 
as other causes of left ventricular hypertrophy, 
the chest lead with the electrode at the apex shows 
the QRS component directed downward, followed 
by an upright T wave. This closely resembles the 
complexes found in Lead 3. 

Master and his group have investigated th> 
significance of small or absent initial deflections of 
the precordial lead. In two thirds of the patients 
an absent initial wave was found in association 
with old or recent coronary occlusion of the an- 
terior type, and in 54 per cent was followed by an 
abnormal T wave. In tracings with small initial 
deflections coronary disease was present in 66 per 
cent of cases. The absence of the Q or R wave 
did not always indicate coronary disease, and in 
a few cases the wave returned as healing pro- 
gressed. In 7 per cent of the cases with small 
initial deflections in the precordial leads the pa- 
tients showed no clinical evidence of coronary 
disease. 

Whitten has introduced a new lead called the 
“midaxillary,” in which the right-arm and left-arm 
electrodes are placed in the respective axillas. This 
side-to-side electrical axis was thought to record 
more accurately the same electrical potential as 
does Lead 1. The resultant tracing is similar to 
the conventional Lead 1 except that the complexes 
are of higher voltage, more easily depicted and 
therefore more sensitive to detecting abnormality. 
It is suggested that the midaxillary lead may be 
of great help in differentiating anterior and _pos- 
terior areas of myocardial infarction. 

De Chiatel studied the electrocardiographic 
changes in dogs’ hearts in a state of dilatation due 
to compression of the pulmonary artery and aorta. 
The T wave in Lead 3 became negative with di- 
latation of the right ventricle and taller with di- 
latation of the left ventricle. 

Barker, Johnston and Wilson report 9 cases of 
abnormally low serum-calcium values. They found 
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that the Q-T interval was prolonged, although 
heart-sound records failed to show prolongation of 
systole. 


Vander Veer and Norris reported in detail 6 
cases with definite electrocardiographic changes 
found among 14 cases of acute pericarditis. The 
changes consisted of elevations of the S-T seg- 
ment, usually in all leads, and in no case was 
there a low take-off in Lead 3. Lead 4 or the 
chest lead was normal. On the basis of pathologi- 
cal studies it was concluded that the electrocardio- 
graphic changes were due to superficial myocar- 
ditis rather than to cardiac tamponade. 

Langendorf and Pick encountered electrocardio- 
graphic changes in 12 cases of acute diffuse glo- 
merulonephritis. The changes were similar to 
those seen in pericarditis and anterior myocardial 
infarctions. 

Bellet and Dyer found fairly consistent electro- 
cardiographic changes in 17 patients in diabetic 
coma. There were lengthening of the Q-T in- 
terval, depression of the S-T interval and. inversion 
of T waves. These changes occurred after recov- 
ery from the coma rather than during it, and even- 
tually the electrocardiograms became normal. It 
is suggested that the variations in the electrocar- 
diograms indicate impaired function of the myo- 
cardium due to altered metabolic processes asso- 
ciated with diabetic coma. The changes were 
equally as severe and as frequent in young as in 
old patients, so that the condition of the heart prior 
to coma probably had little to do with the varia- 
tions. 

Steinmann discovered that the electrocardio- 
grams of 21 out of 30 patients with carbon- 
monoxide poisoning showed evidence of myocar- 
dial damage consisting of S-T segment depression 
and flattening of the T waves. No cases showed 
persistent damage. 

Larsen and his associates have reported their 
measurements of various parts of the electrocar- 
diograms in 15 patients without evidence of car- 
diac disease who had taken 1 to 3 gm. of digitalis. 
Changes in the electrocardiogram took place as 
early as two hours after the ingestion of 1 gm. 
of digitalis, and persisted as long as thirty days 
after taking the drug. The Q-T interval was 
shortened and the T waves were lower in nearly 
all the cases. The heart rate was slowed in 9 cases, 
and the P-Q interval was increased in 4. 


PHARMACOLOGY 


Gold and his associates observed the effect of 
aminophyllin on the course of the infarcted area 
resulting from ligation of the circumflex branch of 
the left coronary artery of 19 cats. They found 
that it did not hasten healing, diminish the area 
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of infarction, alter the blood pressure or affect 
electrocardiographic changes. In cats, it is con- 
cluded that aminophyllin has no value as a coro- 
nary dilator. 

Milles and Smith have reported their observa- 
tions of the electrocardiograms of dogs following 
the injection of adrenalin into the saphenous vein 
or the coronary artery. Changes in the amplitude 
and direction of the T waves and elevation of the 
S-T segments were noted. Large doses caused 
ventricular extrasystoles and ventricular fibrilla- 
tion. The changes were thought to be due to an 
increase in the myocardial demand for oxygen, 
which since it exceeds the available supply results 
in a relative myocardial anoxemia. 

Douglas, Gelfand and Shookhoff noted displace- 
ments of the S-T segments similar to those of 
acute coronary occlusions in the electrocardio- 
grams of cats following the injection of adrenalin. 
Because these changes can be quickly but tem- 
porarily abolished, it is believed that the drug 
causes coronary-artery spasm. 

Schnitker and Levine have reported corrobora- 
tive evidence that the body fluids of digitalized 
patients contain active digitalis substances. Of 18 
specimens of fluid from digitalized patients, 13 
gave positive evidence of digitalis by the biologic 
method and in 4 the results were questionable. 

Hadorn observed changes in the electrocardio- 
grams of schizophrenic patients treated with in- 
sulin in order to produce hypoglycemic shock. 
The changes noted were prolongation of the P-R 
and QRS intervals, extrasystoles, depression of the 
S-T segment and flattening and inversion of the 
T waves. It is suggested that this form of treat- 
ment be used very cautiously in the presence of 
coronary disease. Cardiazol, which is also used in 
the treatment of schizophrenia, causes much less 
change in the electrocardiogram than does in- 
sulin. 


TREATMENT 


Chamberlain and Levy studied the effect of 
Urginin on 62 patients. They found that it acted 
in a manner similar to digitalis. Two cat units of 
Urginin were equivalent to 1 cat unit of digitalis. 

Stewart and Wheeler, from their experience in 
giving 486 injections to 66 patients, conclude that 
Mercupurin is an effective diuretic drug. Diuresis 
varied from 200 cc. to 5900 cc. The combination of 
theophylline with this mercury compound appar- 
ently makes it less toxic to the tissues than is the 
case with Salyrgan. In 5 patients Mercupurin es- 
caped from the vein into the tissues. Redness and 
pain lasting for one to two hours occurred, but 
sloughing did not take place. 

Hepburn and Rykert have reported on 26 cases 
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of paroxysmal ventricular tachycardia of fairly 
long duration. A state of shock was frequently 
observed. In the presence of vomiting and shock, 
they obtained good results by giving quinidine sul- 
fate intravenously. They dissolved 50 to 60 gr. 
by vigorous shaking in a 5 per cent glucose solu- 
tion, filtered, and allowed the solution to flow into 
the vein at a rate of 100 to 120 cc. an hour. 


Two cases have been reported by Robinson in 
both of which the patient suffered from the depres- 
sor response and syncope due to a hyperactive 
carotid-sinus reflex. Amphetamine (Benzedrine) 
sulfate in daily doses of 20 mg. prevented the at- 
tacks, whereas atropine was ineffective and adren- 
alin or ephedrine sulfate were successful for only 
short periods of time. 

Korns and Randall found that the daily ad- 
ministration of 100 to 150 mg. of amphetamine 
(Benzedrine) sulfate was more satisfactory than 
adrenalin in a case of orthostatic hypotension. The 
systolic pressures were 112 mm., 85 and 55 mm. in 
the supine, sitting and standing positions respective- 
ly. After rations of the former the systolic pressures 
in the above positions were 140, 120 and 75. Inas- 
much as syncope usually occurred when the systolic 
pressure in the standing position was below 55 
mm., the patient was kept comparatively com- 
fortable by the therapy, with no ill effects. 

Linton reports successful embolectomy in 4 of 9 
cases of peripheral artery occlusion in the lower 
extremities and 9 successful cases of 12 treated 
with negative-positive pressure for an average of 
four and a half days. The limb was saved in 
only 1 of the 13 cases receiving no treatment. There 
were 5 cases with an embolus in the arm, 4 of 
which recovered without treatment. In suitabie 
cases the best treatment is believed to be embo- 
lectomy followed by suction-pressure therapy. 

O’Neil has reported the results of suction-pres- 
sure therapy in 80 cases of peripheral arterial oc- 
clusion. The treatment is contraindicated in the 
presence of infection and during the acute phases 
of thromboangiitis obliterans. The poorest re- 
sults were seen in arteriosclerosis of the extremi- 
ties associated with diabetes, but the procedure 
was found of value in early cases of peripheral ar- 
teriosclerosis and thromboangiitis obliterans. The 
best results were cbserved when treatment was 
started within four hours after sudden embolic 
occlusion of a peripheral artery. Of 7 such cases, in 
4 the results were considered good and in 3 poor, 
the latter being due to delay in starting the treat- 
ment. 

Claiborne and Hurxthal have summarized the 
results of treatment by total thyroidectomy in 27 
cases of cardiac disease. Only 1 case was consid- 
ered to show an excellent result, and in nearly half 
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the results were poor. In the opinion of these 
writers total thyroidectomy is justifiable in only a 
few cases. 


270 Commonwealth Avenue. 
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CASE 24521 
PRESENTATION OF 


First Admission. A_ fifty-one-year-old married 
Italian laborer entered with the complaint of pain 
in the epigastrium of seven years’ duration. 

For twenty years the patient had had mild epi- 
gastric discomfort occurring about two hours after 
meals and relieved by food or soda. At times he 
was symptom free for a period of six months to 
a year. Seven years before entry he experienced 
severe cramp-like pains in the midepigastrium 
which occasionally radiated through to his back. 
These occurred regularly two to two and a half 
hours after meals and were relieved immediately 
by food or alkalies. X-ray films of the stomach 
showed an ulcer, and operation was advised but re- 
fused. Since then he had had recurrences from time 
to time, but his diet was not restricted. For medi- 
cine he took pills, powders and a “green liquid.” 
Four months before entry he had pain about every 
half hour, not relieved by any particular medicine. 
The pain was unbearable, and he called his physi- 
cian who prescribed bed rest for two weeks. X-ray 
films showed a crater 1.5 cm. wide and 1 cm. deep 
near the center of the lesser curvature, an old 
duodenal ulcer and hypertrophic gastritis. He was 
given a milk and cream diet. Soft foods were 
then gradually resumed. He became relatively 
symptom free and moderately active. Two weeks 
before entry, while working, he had another 
acute attack. Bed rest and liquid diet again gave 
marked relief, but he was advised to enter for 
more x-ray studies and treatment. There had been 
no vomiting or bloody or tarry stools. Until four 
or five months before entry the patient drank 
wines and hard liquors, frequently taking whiskey 
before breakfast. 

Physical examination showed a small, thin, pale 
man in no distress. The tongue was coated, the 
breath foul, and oral hygiene poor, with obvious 
pyorrhea. There was slight sclerosis of the arteries 
of the fundi. Examination of the heart revealed 
a split first sound, heard best to the left of the 
sternum, but no murmurs. The blood pressure 
was 130 systolic, 80 diastolic. The abdomen showed 
generalized abdominal tenderness, more marked in 
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the center of the right upper quadrant. Rectal 
examination was negative. 

The temperature was 98°F., the pulse 80, the 
respirations 20. 

The urine examination was negative. The blood 
showed a red-cell count of 4,820,000 with 70 per 
cent hemoglobin, and a white-cell count of 10,750 
with 83 per cent polymorphonuclears. A stool was 
guaiac negative. Gastric analysis before histamine 
showed 14 units of free hydrochloric acid and a 
total acidity of 91 units. The blood Hinton test 
Was negative. 

A gastrointestinal series showed an ulcer on the 
posterior wall of the stomach about 5 cm. below 
the cardia, measuring 1.5 em. in width and slightly 
over 1 cm. in depth, with marked surrounding 
swelling. The rugae were slightly thickened. The 
duodenal cap showed narrowing typical of an old 
ulcer. An x-ray of the teeth showed an abscess 
about the apex of the left upper cuspid. 

On the sixth hospital day gastroscopy showed an 
ulcer 1.5 by 1 cm. in diameter on the lesser curva- 
ture in the upper part of the body of the stomach. 
It was 0.3 or 0.4 cm. deep with a white base and 
clear-cut’ reddened margins. Surrounding this 
area, especially toward the posterior wall, was 
marked inflammatory induration with verrucous 
swelling and a beaded caterpillarlike appearance 
of the rugae. There was a 3 mm. shallow erosion 
on the greater curvature in the midportion of the 
body. The antrum was somewhat reddened, the 
pylorus normal. On the seventh hospital day the 
upper left cuspid tooth was extracted. The patient 
was kept on a medical regime for ulcer. His only 
symptom was occasional heartburn, relieved by 
alkalies. Fifteen stool examinations were done, the 
fourteenth being the only guaiac-positive one. On 
the fifteenth day x-ray films showed no decrease 
in the size of the ulcer. He gradually improved, 
and on the thirty-third hospital day an x-ray showed 
a marked decrease in the size of the ulcer. It meas- 
ured 0.7 cm. in diameter at the base and about 0.5 
cm. in depth. The duodenum continued to show 
a clover-leaf deformity. Marked hypertrophic gas- 
tritis was still present. On the fiftieth hospital 
day gastroscopy was repeated. The pylorus and 
antrum were normal, as was peristalsis. In the 
upper part of the body of the stomach there was 
still some evidence of hypertrophic gastritis, but 
the process was much less marked than that ob- 
served at the previous examination. No ulcer 
could be seen. The patient was discharged to the 
gastrointestinal clinic. 

Final Admission (six months later). For two 
months after discharge he had very little discom- 
fort. During the third month he had a great 
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deal of pain and requested an operation, although 
he had had no vomiting, bleeding or tarry stools. 
He continued to obtain relief from food or al- 
kalies. Six weeks before re-entry he went to work 
as a plasterer, and at that time he first noticed a 
black stool. His stools remained black for four 
days. Bed rest and a cream diet again brought 
about marked improvement. Three days before 
readmission a gastroscopy was unsatisfactory be- 
cause of the presence of old blood, and admission 
was advised. On the day of admission there was 
dark blood in the stools. He had gained about 7 
pounds in weight since discharge. 

Physical examination was essentially unchanged, 
except that the abdomen was non-tender and soft. 
The blood showed a red-cell count of 3,900.000 
with 78 per cent hemoglobin. 

On the second hospital day he suffered epigastric 
burning at varying intervals, which was relieved 
by food. A gastric aspiration produced 150 cc. 
of creamy white fluid, which gave a 3+ guaiac 
test. The following day a gastric analysis showed 
8 units of free acid and a total acidity of 9 units. 
The guaiac test was negative. On the fourth day 
a gastrointestinal series showed marked swelling 
of the stomach mucosa. There seemed to be a 
shallow ulceration on the posterior wall near the 
lesser curvature and body, with some rigidity in 
this area. The ulcer, however, was not consistently 
demonstrated on three consecutive examinations. 
The pylorus opened readily, the cap showing a de- 
formity due to an old duodenal ulcer without evi- 
dence of activity. 

On the twelfth hospital day an operation was 
performed. 


DikFERENTIAL DiacGNosis 


Dr. Levanp S. McKrrrrick: This history goes 
back twenty years with what would seem to be a 
perfectly typical story of duodenal ulcer — epi- 
gastric distress two to two and a half hours after 
meals with intervals of freedom from symptoms 
for six months or so. I do not see anything in- 
consistent with the diagnosis of duodenal ulcer. 
Then he developed a change in his symptoms, 
with pains coming every half hour. They were 
very severe. The x-ray demonstrated an ulcer of 
the lesser curvature of the stomach, 1.5 cm. wide 
and 1 cm. deep. He had the intense and severe 
pain that one associates with a penetrating type 
of ulcer. I do not see anything about this story 
that is not perfectly in keeping with the develop- 
ment of an ulcer of the stomach. At that time 
the x-ray film also showed a hypertrophic gas- 
tritis. 

There was nothing very striking on physical 
examination. There was tenderness, which I can- 
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not interpret and do not believe is of any great 
clinical significance. He had a_ high gastric 
acidity, and that is perfectly in keeping with a 
diagnosis of active ulcer of the stomach, such as 
I have inferred. The x-ray films taken on the 
house admission essentially confirmed the previous 
x-ray findings. He then had a gastroscopy which 
showed an ulcer of about the same size as that 
previously described. It also showed what I 
should interpret as indicating a fairly active gas- 
tritis, and I am glad Dr. Benedict is here to 
straighten us out. The fifteenth day after admis- 
sion another x-ray film was taken, and there was 
no diminution in the size of the ulcer. I do not 
know why, but I do not quite like that. By the 
end of fifteen days I think ordinarily one would 
expect to see a little diminution in size of a gastric 
ulcer that was apparently responding to treat- 
ment. Any hesitancy we might have seems, how- 
ever, to be dispelled because on the thirty-third 
day an x-ray showed the ulcer markedly decreased 
in size, measuring 0.7 cm. in width and 0.5 cm. 
in depth—in other words essentially half the 
size it had been at the beginning of bis treatment. 
If I have interpreted the picture properly, he had 
also had a duodenal ulcer of which he had been 
able to take care and which at the time of entry 
was inactive. He was admitted to the hospital 
with a penetrating ulcer of the lesser curvature of 
the stomach and a marked gastritis, both of which 
responded well to a medical regime, and it seems 
reasonable to assume at this stage that the lesion 
of the stomach was not malignant and that he had 
run a perfectly usual course for a man with such 
a lesion. 

Dr. Ricnarp ScuavrzKt: The report correctly 
states in brief the x-ray findings but does not em- 
phasize enough the definite change in the x-ray 
picture between the first and second admissions. 
This is the film taken four months before the 
first admission, showing the gastric ulcer; it is 
better seen in the spot film —a large gastric ulcer 
and a clover-leaf deformity of the duodenal cap 
due to an old ulcer without evidence of activity. 
This cap has not changed in appearance through- 
out all these examinations. There is marked 
thickening of the gastric rugae, and much secre- 
tion; these were interpreted as being due to hyper- 
trophic gastritis. This is the picture taken at the 
time of first admission, showing again the large 
crater in the same position and of the same size. 
Here are films taken two weeks later, still during 
the first admission. The ulcer is still visible and 
has not appreciably changed in size. The films 
of the thirty-third day following the first admis- 
sion do not show a definite lesion. 

When he came back for the second admission 
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the stomach had completely changed in shape. In 
the earlier pictures the stomach is low and hangs 
downward; now it is fairly high. This may be 
of clinical importance. As you can well imagine 
the examination is much more difficult when the 
stomach is high in position; it is no longer ame- 
nable to palpation. The crater previously described 
could not be demonstrated. The gastric rugae 
were still large and occasionally in one certain 
position, with the patient lying on the right side 
of his back, one saw what appeared to be a long 
shallow crater measuring approximately 6 cm. in 
length. In other words the picture was complete- 
ly different from that of the crater previously de- 
scribed. At times, this lesion looked as if it might 
represent a deep valley between thickened folds 
and, at others, as if it were a long crater. I did 
the fluoroscopy at that time and remember well 
that the stomach in this area was rigid and more 
so than it ever had been before. 

Dr. McKirrrick: I am always impressed with 
the tremendous aid which the roentgenologist 
gives us in the practice of medicine and how 
utterly and completely he can confuse us at these 
conferences. 

Dr. Tracy B. Matrory: Would you like com- 
ment from Dr. Benedict now or later? 

Dr. McKirrrick: I should like to have it now. 

Dr. Epwarp B. Benepicr: My first examina- 
tion was quite satisfactory. It showed benign 
ulcer. Six months later, the stomach was full 
of blood and I could not make a satisfactory ¢x- 
amination. Because of persistence of symptoms, I 
thought he ought to go into the house. 

Dr. McKirrrick: I might say that the state- 
ment about the roentgenologist also holds for the 
gastroscopist. 

The problems this patient presents are, To what 
is his change of symptoms due, and what has 
caused his hemorrhage? It seems to me that 
the three most likely possibilities are carcinoma, 
ulcer and gastritis. Now the marked clinical im- 
provement, substantiated by the x-ray studies, even 
up to the almost complete disappearance of the 
ulcer, does not exclude cancer as the basis for this 
man’s symptoms. It is entirely possible for one 
to observe marked symptomatic and roentgenologi- 
cal improvement in a patient who has a large ulcer 
in which cancer is ultimately found, even though 
the mucosa may be healed over. Because it seems 
inconsistent for that type of response to be asso- 
ciated with a large amount of bleeding, I must con- 
fess that my own inclination is to exclude can- 
cer as a cause of this man’s hemorrhage. In favor 
of it, however, is the diminished gastric acidity on 
the second examination. Nor do I believe that 
his bleeding was due to either a new ulcer or 
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reactivation of his old ulcer. If his bleeding were 
due to a reactivation of his old ulcer we should 
have more definite clinical evidence in the form 
of discomfort, this being a gastric ulcer which was 
penetrating at one time. We should expect a 
higher gastric acidity, and I also think that tlie 
radiologist would have been able to demonstrate it. 

It seems to me that the condition which would 
best fit the present picture — that is, lowered acidity, 
rather sudden and active bleeding and_ inability 
to demonstrate a definite localized lesion—is a 
gastritis, and I should expect that at operation 
they found the old scar of his duodenal ulcer, 
thickening and edema of the gastric wall, probably 
some induration around a fairly well-healed gas- 
tric ulcer but no localized lesion that could be 
held responsible for his hemorrhage. 

Dr. Wyman Ricuarpson: I should think one 
would also have to consider the possibility of cir- 
rhosis of the liver. Dr. Mallory told us one day 
that peptic ulcer is frequently found in associa- 
tion with cirrhosis. This patient was known to 
have been a hard drinker. 

Dr. Ciester M. Jones: I believe the diagnosis 
was important only as a means of deciding what 
to do. Since one could not make a diagnosis, 
surgical intervention was necessary. 

Dr. James H. Means: I should like to know 
whether the patient had fever and whether any 
examination was made of the stomach contents 
that are described as creamy and had a 3+ guaiac 
test. 

I was interested in the radiologist’s statement 
about the nature of the stomach wall, that it had 
become thickened. Is that correct? 

Dr. Scuarzkt: It was rigid, yes. 

Dr. Means: What might make a gastric wall 
become rigid? Of course the commonest thing 
is cancer, but I wonder if an inflammatory process 
of some sort might have such an effect. If he 
had a penetrating ulcer one might consider the 
possibility of suppurative gastritis. His hyper- 
trophic gastritis and ulcer with perforation might 
have led to infection of the stomach wall. 

Dr. Tracy B. Mattory: We have never seen 
sepsis of the gastric wall in ulcer cases, but have 
observed phlegmon of the stomach associated with 
generalized sepsis. 

Dr. Arruur W. Aten: We had.a little better 
opportunity than did Dr. McKittrick because we 
saw the man; this makes a big difference. I laid 
a good deal of stress on the change in position of 
the stomach. The first x-rays showed the stomach 
hanging well to the left with very little contrac- 
tion in the gastrohepatic omentum, and in the 
later film, the change to a transverse position made 
me believe that the lesion probably was cancer- 
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ous. It was obvious as soon as one saw the stom- 
ach at laparotomy that the lesion was almost 
surely cancerous; this brings up a point well worth 
emphasizing, namely that gastric ulceration may 
practically disappear by x-ray examination and 
still be associated with cancer. This has hap- 
pened before in this clinic, and other men inter- 
ested in gastric surgery have had the same ex- 
perience. I think we ought to be very careful 
about postponing exploration in a good many of 
these gastric cases. 


CiinicaL DiaGNoses 
Gastric ulcer. 
Duodenal ulcer. 
Hypertrophic gastritis. 


Dr. McKrirrrick’s DiacNnoses 


Duodenal ulcer, healed. 
Gastric ulcer, healed. 
Gastritis with hemorrhage. 


ANATOMICAL DIAGNOsIS 


Adenocarcinoma of the stomach. 


PATHOLOGICAL Discussion 


Dr. Matiory: In the resected portion of the 
stomach was an area ef shallow ulceration measur- 
ing 4 cm. in diameter, with a central deep crater 
1.5 cm. in width. In the base of the crater a quite 
large, partially thrombosed artery was found, from 
which unquestionably the hemorrhage had been 
coming. The microscopic sections show frank 
adenocarcinoma, and two or three nodes along the 
lesser curvature contained metastatic tumor cells. 
I do not believe I can say with any definiteness 
how long this lesion had been malignant. It is 
possible that it had been malignant for a seven- 
year period. We have had several examples at 
this clinic of what we believe to be the pre-invasive 
stage of carcinoma of the stomach, so-called car- 
cinoma in situ. So far as the stomach is con- 
cerned we know little about the possible duration 
of such a lesion. Elsewhere these non-invasive 
cancers —of the skin and cervix, for example — 
are known to run many years before they start 
invading. By analogy one may argue that this can 
also happen in the stomach, but of course we do 
not know. It. is certainly quite possible, however, 
that the lesion started as a benign ulcer of the 
stomach and that cancer developed only during 
the last few months. I do not see any way of 
settling the issue, however. 

Dr. Scuatrzki: How large was the ulcerated 
area? 

Dr. Matiory: Our measurements were 4 by 5 
cm. 
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Dr. Jones: There is one point Dr. McKittrick 
mentioned on which I should like to comment, 
namely the change in gastric acidity. Ordinarily, 
I think gastric analysis is of little or no diagnostic 
value, except in those cases where there is a definite 
gastric lesion and complete anacidity. In the past 
several vears the question has been raised by the 
surgeons, however, as to the importance of anacid- 
ity in relation to a gastric ulcer. I am _ perfectly 
sure that in practically every case where one is 
certain of there being anacidity there is no doubt 
about the ulcer’s having undergone cancerous de- 
generation. If one considers that complete gastric 
anacidity indicates that the gastric lesion is can- 
cerous until proved otherwise, the mistakes will 
be very few. In this case there was a very strik- 
ing change. The patient had hyperacidity on his 
previous admission, and less than a year later there 
was a sharp drop to a low figure. This difference 
could have been due to a progressive gastritis, but 
in this instance I think it more likely that it was 
associated with a change in the character of the 
gastric lesion from a benign to a cancerous one. 

Dr. Mattory: It is worth reminding you again 
that it is perfectly possible, in fact common, for 
peptic ulceration to develop in the middle of a 
cancer. If the patient has a normal or high de- 
gree of gastric acidity there is no reason whv he 
should not develop an ordinary peptic ulcer in 
the middle of the cancer and, in fact, he is very 
apt to do so. Cancer tissue seems to be less re- 
sistant to peptic ulceration than is normal gas- 
tric mucosa. Therefore, theoretically, there is no 
reason why medical treatment should not cause 
considerable apparent improvement in a certain 
proportion of cancerous lesions. 

Dr. RicuHarpson: How about the liver? 

Dr. Martory: There was no cirrhosis. 


CASE 24522 
PRESENTATION OF 


An eighty-five-year-old, retired widower entered 
complaining of severe constipation of six weeks’ 
duration and nausea and vomiting of four weeks’ 
duration. 


About three months before entry he had occa- 
sional bouts of mild diarrhea which continued un- 
til six weeks later, at which time constipation de- 
veloped. He began having bowel movements only 
once every three or four days. These were copious, 
formed and never tarry or abnormal in color. Four 
weeks prior to admission anorexia, nausea and 
repeated attacks of vomiting ensued. After eat- 
ing he noted slight cramp-like pain in the right 
lower quadrant, which extended to the left lower 
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quadrant and was accompanied by loud bor- 
borygmi. This was relieved by vomiting. During 
the three weeks before entry the few bowel move- 
ments he had were mixed fluid and solid, and 
occasionally had a reddish appearance suggestive 
of blood. His vomitus at times contained brownish- 
black material resembling coffee grounds. He lost 
3 or 4 pounds in weight during his illness. His 
past history was noncontributory. His wife died 
at the age of sixty of “consumption.” He had had 
five children, four of whom died in their youth 
of tuberculosis. 

Physical examination showed a thin, senile male 
in no acute distress. The skin was white and dry. 
The nasal septum was deviated markedly to the 
right. His tongue was dry and coated. Examina- 
tion of the lungs showed a few fine rales at the 
right base which disappeared on breathing. The 
left heart border extended 1.5 cm. to the left of 
the midclavicular line. The sounds were of fair 
quality but irregular. The apical rate was 838, 
radial 72. The blood pressure was 95 systolic, 50 
diastolic. The abdomen was soft but moderately 
tympanitic. No masses or tenderness could be 
made out. Peristalsis was sluggish, with an occa- 
sional high-pitched tinkle. Rectal examination re- 
vealed a moderately enlarged and firm prostate. 
High in the left vault a sharp firm rim of tissue 
could be felt through the rectal wall. A_ procto- 
scope was passed about 20 cm., but no abnormality 
was noted. 

The temperature was 98.6°F., the pulse 83, 
and the respirations 20. 

Examination of the urine was negative. The 
blood showed a red-cell count of 3,940,000 with a 
hemoglobin of 65 per cent, and a white-cell count 
of 8500. The nonprotein nitrogen of the blood 
serum was 32 mg. per cent, the carbon-dioxide 
combining power 69 vol., and the protein 5.1 gm. 
The chlorides were equivalent to 97 cc. N/10 so- 
dium chloride. A stool was guaiac positive. 


X-ray films of the abdomen showed a pressure 
defect on the descending colon at the crest of the 
ilium, where there appeared to be a soft-tissue 
mass. The gas shadows of the abdomen were 
normal except for a single dilated loop of jeyunum 
in the region of the soft-tissue mass near the de- 
scending colon. Extensive spur formation was 
seen about the margins of the vertebrae. A num- 
ber of tuberculous lymph nodes were seen on the 
left side of the abdomen. Chest films showed 
clear lung fields and a tortuous aorta. A barium 
enema was unsatisfactory because the barium 
could not be retained beyond the splenic flexure. 
A gastrointestinal series showed most of the small 
quantity of barium given remaining in a_ hiatus 
hernia; only a portion reached the stomach at the 
end of four hours. The stomach was displaced 
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upward and to the left, but was otherwise normal. 
The barium passed readily through the pyloric 
valve and duodenum and partially filled a gross- 
ly dilated jejunum. The barium was so diluted 
in the dilated small bowel that it could scarcely 
be visualized, and no point of obstruction could 
be located. 

Because of an apical rate of 90 to 105, digitaliza- 
tion was begun preparatory to a cecostomy, which 
was done on the third day. The cecum was found 
to be dilated. Two days later peristalsis was nor- 
mal and drainage still profuse, but rales were 
found at both lung bases. The patient was very 
weak. His temperature gradually rose to 103°F. 
rectally, and he was obviously failing. On the 
third postoperative day his serum  nonprotein 
nitrogen was 19 mg. per cent, and the protein 
5.1 gm., and the chlorides were equivalent to 93 
cc. of N/10 sodium chloride. For the next three 
days his condition remained essentially unchanged. 
The blood findings were essentially the same on 
the sixth postoperative day. He rapidly failed 
and died on the following day. 


DIFFERENTIAL DtaGNosis 


Dr. Wacrer E. Garrey: This elderly man ap- 
pears to give a fairly common type of story which 
is very suggestive of gradually increasing intestinal 
obstruction. The bouts of diarrhea early in the 
illness suggest an early obstructing lesion, and 
the later sequence of obstipation, cramps with 
borborygmi and blood in the stools indicates that 
the lesion is a gradually increasing and an ulcera- 
tive one, that is, probably a neoplasm. It would 
seem possible, therefore, to postulate an obstruc- 
tion, probably a neoplasm, and to define differen- 
tial diagnosis as a problem in determining its lo- 
cation and nature. 

Turning first to the history, we find the early 
part of the story typical of a gradually increasing, 
large-bowel obstruction. But in the last four 
weeks there were repeated attacks of vomiting, 
together with nausea and alleged coffee-grounds 
vomitus. These symptoms suggest a lesion of 
some sort in the upper gastrointestinal tract. 

The physical examination is not very helpful. 
The moderately tympanitic abdomen with auscul- 
tatory findings of an occasional high-pitched 
tinkle is compatible with a chronic, incomplete 
intestinal obstruction at any level. We might hope 
for a palpable abdominal mass but one was not 
made out. This fact, together with the lack of 
marked distention or enlargement of the cecum, 
points somewhat toward the lesion’s being in the 
small bowel. The rectal finding suggests a neo- 
plasm, which could be either the lower margin of 
a primary growth or, more probably, a cul-de-sac 
metastasis. 
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Blood examination revealed a moderate second- 
ary anemia, such as typically occurs with a grad- 
ually obstructing neoplasm and is derived in many 
instances more from the interference with nutri- 
tion than from blood loss in the stools. A_ stool 
Was guaiac positive, again suggesting neoplasm. 

X-ray studies showed the very definite finding 
of a greatly dilated jejunum, which, when coupled 
with the finding of only a single dilated loop in 
the plain plate, 1 can only interpret as meaning a 
small-bowel obstruction. The hiatus hernia may 
have been the source of his coffee-grounds yom- 
itus, but the vomiting and other upper gastroin- 
testinal symptoms were, I believe, secondary to 
the obstruction and to obstruction fairly high in 
the small bowel. 

We meet a seeming paradox when we are told 
that an operation was performed designed to re- 
lieve large-bowel obstruction and furthermore that 
a dilated cecum, presumptive evidence of estab- 
lished large-bowel obstruction, was found and a 
vent made, which drained profusely. I conclude 
then that he also had large-bowel obstruction, 
which could not be demonstrated in the unsatis- 
factory barium enema. 


It would seem most probable that we are dealing 
with a single neoplastic process which has involved 
a point in the left colon and also a fairly high 
loop of jejunum. The commonest lesion in this 
location is a carcinoma of the large bowel grow- 
ing into the small bowel. An extrinsic neoplasm 
or a lymphosarcoma growing into and blocking 
both loops are possibilities but are much less likely. 
Carcinoma of the small bowel is extremely un- 
likely. 

Although the family history of tuberculosis 
makes a beautiful red herring across the trail, the 
negative chest plate and the multiplicity of other 
findings, such as the rectal shelf and the dilated 
cecum found at operation, seem to rule out ileocecal 
tuberculosis. 

As to the rest of the pathological diagnosis we 
should include generalized arteriosclerosis, chronic 
myocarditis, benign prostatic hypertrophy, hyper- 
trophic arthritis and a terminal bronchopneumonia. 


CLINICAL DIAGNOSES 


Intestinal obstruction. 
Carcinoma of sigmoid. 
Bronchopneumonia. 


Dr. Garrey’s DIAGNOSES 


Carcinoma of left colon invading jejunum. 
Hiatus hernia. 
Generalized arteriosclerosis. 
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Chronic myocarditis. 

Benign prostatic hypertrophy. 
Hypertrophic arthritis. 
Terminal bronchopneumonia. 


ANATOMICAL DIAGNOSES 


Intestinal obstruction of splenic flexure of colon 
by fibrous adhesive bands. 

Bronchopneumonia. 

Pulmonary tuberculosis, bilateral. 

Hypertrophy of the heart. 

Arteriosclerosis, generalized. 

Cholelithiasis. 

Carcinoma of the prostate. 

Diaphragmatic hernia, right. 

Operative wound: cecostomy. 


Discussion 


Dr. Tracy B. Matiory: Opinion on the ward 
was essentially in agreement with the diagnosis 
which Dr. Garrey has made. After preliminary 
supportive treatment and digitalization the pa- 
tient was operated on under local anesthesia. His 
condition was considered to be too precarious to 
justify an extensive exploration. The operator, Dr. 
Marshall K. Bartlett, made an incision at Mce- 
Burney’s point, noted marked dilatation of the 
cecum and also one dilated loop of jejunum. A 
cecostomy was performed, and no further explora- 
tion attempted. Following the operation the ce- 
costomy functioned well, and the patient's abdo- 
men quickly became soft and flat. Despite this, 
his general condition steadily failed. Rales and 
dullness appeared at the bases of both lungs, and 
he died eleven days postoperatively with evidence 
of bronchopncumonia. 


At autopsy no trace of obstruction could be 
found in the small bowel, and I have no explana- 
tion to offer for the dilatation of the jejunum 
noticed by the x-ray man and also by the surgeon 
at the time of operation. Marked obstruction 
was, however, present in the large bowel in the 
region of the splenic flexure. It was not, however, 
due to carcinoma but to a tough band of fibrous 
adhesions, which had produced a sharp kink in 
the bowel. Proximal to this point the colon was 
dilated, and its wall slightly but definitely hyper- 
trophied. Beyond it the bowel was collapsed. 
Just at the point of the constriction a small area 
of ulceration was found which extended deeply 
into the wall of the duct and, in the course of 
manipulation, soon perforated. Neither grossly 
nor microscopically could any specific infectious 
process be made out. The adhesions were evi- 
dently the sequela of a very old process. The 
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ulceration was quite diffuse, and I am inclined to 
believe that it was secondary and dependent on 
interference with the blood supply of the bowel 
wall at the point of maximum kinking. 

As is usual in a man of this age, many other 
pathologic conditions were found, but few of them 
seem to have contributed to his symptomatology. 
The heart was moderately hypertrophied, and 
the kidneys somewhat contracted. The lungs 
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showed extensive old tuberculosis, and micro- 
scopic examination indicated that it was not 
wholly quiescent. The lower lobes of both lungs 
showed extensive areas of bronchopneumonia. 
There were small stones in the gall bladder, and 
of course there was generalized arteriosclerosis. He 
did have carcinoma after all, but it had nothing 
to do with his symptoms. It was a small nodule, 
only 5 mm. in diameter, in his prostate. 
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HAPPY NEW YEAR! 


Tue passing year has been a momentous one 
in the annals of the American medical profession. 
The large mass of doctors and, particularly, so- 
called “organized medicine” have been challenged 
—to a certain extent, justly —by governmental 
and lay groups and others in regard to the ade- 
quacy and certain economic aspects of medical 
care. Sharp skirmishes have occurred in many 
places. A cartoonist might appropriately draw a 
political buzzard or two circling high above the 
internecine scene. The affrays have been so timed 
and of a nature to attract wide and _ interested 
attention from the public. Finally an election and 
a policy of appeasement have brought about cir- 
cumstances under which both the agitators and the 
agitated have lain down — we hope — for a happy 
holiday season. 

What of the New Year? Happily much of the 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Dec. 29, 1938 


power of the slings and arrows has been spent. 
Happily there has been an expression of good will 
from both sides. Happily the accomplishments of 
the profession as expressed in current morbidity 
and mortality reports have been of such unparalleled 
excellence that immediate revolution can hardly 
impend. It is to be hoped that no further under- 
mining influences are at work and that the cne 
remaining point of contention may be speedily 
drawn into such perspective that it will be seen 
alike by all. 

We are entering the New Year with at least 
one clearly defined issue. The Interdepartmental 
Committee in Washington and that representing 
the House of Delegates of the American Medical 
Association are in essential agreement except on 
the wisdom of inaugurating compulsory health in- 
surance. Inasmuch as this type of insurance has. 
usually appeared in nations where the democratic 
features of government have declined, the repre- 
sentatives of the American Medical Association 
contend that sound types of sickness insurance can 
be placed before the wage earners without taxing 
their payrolls. Whether volunteer health insurance 
is feasible for the low-income group, remains to be 
seen. 

There wil be other issues before the year has 
passed. The appeasement policy may need to be 
carried farther. Many democratic elements of our 
national economy may eventually be sacrificed, but 
we need have no fear of society’s willingness to 
hear our side of the controversial points as they 
are raised. 

Of all the technical developments of modern 
times, those of the medical protession have been 
utilized with more humanity and less greed than, 
and with fully as great efficiency as, those of any 
other profession or business. In expressing the 
hope that the medical profession may achieve as 
much in the coming year as it has in each of the 
preceding ones in the current century, the Journal 
is wishing its readers a Happy New Year — for 
happiness comes mostly through accomplishment, 
and the standards of accomplishment of the pro- 
fession are great indeed. 
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PUBLIC-HEALTH OFFICERS 


For some time there has been a discussion in 
public-health and medical circles concerning the 
qualifications of public-health officers. 

The Committee on Professional Education of the 
American Public Health Association has had the 
matter under consideration for several years but 
has never made an official report to the associa- 
tion. At the Surgeon General’s Conference of 
State and Territorial Health Officerst held in 
Washington in 1937, it was voted that in order to 
receive social-security subsidies through the United 
States Public Health Service the administrative 
officers of the state health departments must be 
qualified medical health officers. Furthermore, the 
National Health Officers Qualifying Board,” ap- 
pointed in 1936 by the United States Conference 
of Mayors, recommended at the 1937 conference 
that the degree of doctor of medicine plus train- 
ing and experience in public-health work be re- 
quired for administrative health officers in_ this 
country; the recommendation was adopted. As 
pointed out elsewhere in this issue of the Journal, 
the Massachusetts Public Health Association takes 
issue with this action and has passed resolutions 
to the effect that non-medical men properly trained 
in public health are qualified for service as health 
officers. 

To claim that a properly trained non-medical 
man makes as valuable a public-health adminis- 
trator as one who, in addition, holds the degree 
of Doctor of Medicine seems futile. No one will 
deny that many of the former “have administered 
and are administering public-health work in Amer- 
ican communities . . . with outstanding success,” 
but such an argument is beside the point. With- 
out the good will and the co-operation of the 
medical profession, no health department can func- 
tion properly, and such can be best obtained by a 
health officer with a medical degree and an under- 
standing of the ethics and problems of the prac- 
titioner. 


The recognition of the advantages of a medically 
trained man as public-health officer is evidenced 


by a consideration of the appointments in com- 
munities in Massachusetts. In the eight cities with 
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populations greater than 100,000, the health officers 
are physicians. In twenty-two cities and towns 
with populations from 25,000 to 100,000, the posi- 
tions are held by six physicians and sixteen non- 
medical men, whereas in forty-eight communities 
with populations from 10,000 to 25,000 the figures 
are twelve and thirty-six respectively. It would 
appear that the communities that can afford to 
pay for health officers who are best qualified to 
administer to their needs have decided, in the 
absence of statutory regulation, that a medical de- 


gree is a necessary requirement. 
REFERENCES 
1. Personal communication. 


2. United States Conference of Mayors. Am. J. Pub. Health 28:110, 1938. 
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PLacenta Accretra 
IN PREGNANCY 


Mrs. M. S., a twenty-nine-year-old gravida VI, 
approximately sixteen weeks pregnant, was ad- 
mitted to the hospital February 18, 1935, for the 
treatment of a threatening miscarriage. 

The family history was negative. The patient 
gave a history of scarlet fever and diphtheria in 
childhood. In 1930 she was treated with radium 
for intermittent bleeding from the cervix. There 
had been no other serious illnesses or operations. 
Catamenia began at thirteen, and her periods had 
always been regular and normal. Five previous 
pregnancies terminated at term without complica- 
tions. 

The patient’s last normal menstrual period was 
October 19, 1934, making her due for delivery 
July 26. From November 21 to 23 she flowed con- 
siderably, but there were no clots and no abdominal 
pain. Ten days later an Aschheim-Zondek test 
was positive. On December 24 she noticed a dark- 
brown vaginal discharge, which persisted for three 
days. On January 22 she passed bright blood, 
following a pelvic examination. She continued 
to stain one pad daily until February 4. During 
the four days preceding entry the bleeding was 
profuse, and she stayed in bed because of lower 


A series of selected case histories by members of the section will be 
published weekly. 
Comments and questions by subscribers are solicited and will be discussed 


by members of the section. 
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abdominal cramps. She denied any attempts at 
abortion. 

Her temperature on admission was 100 F., and 
the pulse rate 112. Examination of the head, neck 
and throat was negative. The chest showed nor- 
mal expansion, and the lung fields were clear. The 
heart was not enlarged, the rate was regular, and 
there were no murmurs. The blood pressure was 
112 systolic, 78 diastolic. Abdominal palpation re- 
vealed a rounded, non-tender, lower abdominal 
mass, three fingerbreadths below the umbilicus. 
There was a slight pinkish vaginal discharge. 

On February 22, four days after entry, she passed 
a small fetus. Two days later a second small fetus 
was passed, following which the placenta did not 
come away. Because of moderate vaginal bleed- 
ing a curettage was performed under nitrous-oxide 
and oxygen anesthesia. A large amount of friable 
tissue was removed from the uterine cavity. In 
the right cornu there was tissue which could not 
be separated from the uterine wall by digital curet- 
tage or by ovum forceps. The tissue felt fibrous. 
The uterine cavity was packed with gauze, which 
controlled all bleeding. A few hours later a supra- 
cervical hysterectomy was performed. A gauze 
drain was inserted through the cervical stump into 
the vagina. Each broad ligament was drained by 
wicks inserted through the abdominal wound. The 
postoperative convalescence was afebrile and un- 
complicated. 

The pathological report was as follows: 


Fetuses. Gross examination revealed dismembered, 
macerated fetuses of about 16 weeks’ gestation. 

Uterus. Gross examination showed diffuse fibrosis 
of the myometrium. When opened the uterine cavity 
revealed the implantation sites of twin placentas, with 
considerable placental tissue remaining firmly adherent 
to the uterine wall. Microscopical examination dis- 
closed acute and chronic inflammation of the endo- 
metrium. There was an almost complete lack of 
decidua formation. Islands of compact decidua were 
interspersed between the uterine musculature and ad- 
herent villi. The villi were principally embedded 
within fibrous decidua-like tissue or had invaded the 
uterine musculature. In the loose fibrous tissue be- 
tween bundles of muscle fibers immediately beneath 
the placental attachment there were perivascular infil- 
trations of plasma cells, mononuclear phagocytes, poly- 
morphonuclear leukocytes and lymphocytes. There 
appeared to be a causal relation between the chronic 
endometritis and the lack of proper decidual forma- 
tion; that is, the existing scar tissue had resulted in the 
formation of a firmly adherent placenta. 


Comment. It is interesting to learn of the 
pathology of an accreta in early pregnancy. It 
may not be so rare a condition as we have sup- 
posed, and if more, early pregnant uteri could be 
examined pathologically, we might find this out. 
In view of this definite case, it is possible that 
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adherent placentas associated with abortion may 
well be true accretas, and of course it is perfectly 
reasonable to assume that cases as early in preg- 
nancy as this frequently slough off the accreta 
without causing fatal hemorrhage. It is also in- 
teresting to note that the pathologist suggests a 
chronic endometritis as a causal agent in this par- 
ticular accreta. 

Most men would have treated this case more 
conservatively, for one hesitates to do a hysterec- 
tomy in a pregnancy as early as this unless the 
amount of bleeding makes this operation absolutely 
necessary. Is it not possible that the uterus might 
have sloughed off this accreta if the case had been 
treated conservatively ? 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts Med- 
ical Society in co-operation with the Massachusetts De- 
partment of Public Health, the United States Public Health 
Service and the Federal Children’s Bureau, have been ar- 
ranged for the week beginning January 2: 


BRISTOL souTH (New Bedford Section) 


Friday, January 6, at 4:00 p. m., at the St. Luke’s Hos- 
pital, New Bedford. Subject — Scurvy: Its early 
diagnosis and prevention. Instructor: R. Cannon 
Eley. Robert H. Goodwin, Chairman. 


WORCESTER 


Tuesday, January 3, at 8:30 p. m., in the Nurses’ Home 
of the Milford Hospital, Milford. Subject — 
The Control and Treatment of Respiratory In- 
fections. (This is to include the serological treat- 
ment of pneumonia in infants and_ children.) 
Instructor: Charles F. McKhann. Joseph Ash- 
kins, Chairman. 


DEATH 


CARR — Curisropuer J. Carr, M.D., of Framingham, 
died December 21. He was in his sixty-fourth year. 

A native of Spencer, he received his degree from the 
Medico-Chirurgical College of Philadelphia in 1901. Dr. 
Carr was formerly a member of the Massachusetts Medi- 
cal Society. He was a member of the staff of the Fram- 
ingham Union Hospital and was a former chairman of 
the Framingham Board of Health. 

His sister survives him. 


MISCELLANY 


RESOLUTIONS ADOPTED BY THE 
MASSACHUSETTS PUBLIC HEALTH 
ASSOCIATION 


Wuereas, There was published in the 4merican Journal 
of Public Health for January, 1938, on pages 110 and 111, 
a report of the National Health Officers Qualifying Board 
to the United States Conference of Mayors, which recom- 
mends that only physicians shall be eligible to serve as 
health officers in American cities, and 


Wuereas, A Committee on Professional Education of 
the American Public Health Association composed mostly 
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of physicians, presented a majority report at the Milwaukee 
convention of the association in 1935 containing substan- 
tially the same recommendations now presented by the Na- 
tional Health Officers Qualifying Board to the United 
States Conference of Mayors, which report was never sub- 
mitted for ratification, and hence has never become the ac- 
cepted policy of the recognized association of professional 
public-health workers in the United States, and 


Whereas, The experience of the United States is rich 
in the demonstrated fact that non-medical health officers, 
as well as medical health officers, have administered and 
are administering public-health work in) American com- 
munities, large and small, with outstanding success when 
they are adequately prepared by training, experience and 
personality for the conduct of such work, and 


Wuereas, Many of the outstanding contributors to 
public-health knowledge and public-health administrative 
progress in the past as well as at present have been non- 
medical, scientifically trained public-health workers, and 


Wuereas, Public-health work is not limited exclusively 
to medical subjects and knowledge but is inextricably de- 
pendent on engineering, bacteriology, chemistry, physics, 
sanitation, vital statistics, nutrition, public-health educa- 
tion and other highly scientific but non-medical pursuits, 
and 


Whereas, Administrative ability and success are not re- 
stricted to any single professional group but are dependent 
on innate qualities entirely unrelated to specific profes- 
sional training, and 


Wuereas, The requirements of professional public- 
health training and the standards of professional achieve- 
ment are just as high and exacting for the properly qualli- 
fied non-medical health officer as for the properly qualli- 
fied medical health officer, and 


Wuereas, This association in 1935 went on record as 
opposing the proposed majority report of the Committee 
on Professional Training of the American Public Health 
Association and memorialized the American Public Health 
Association to that effect, therefore be it 


Resotvep, That the Massachusetts Public Health Asso- 
ciation in regular meeting assembled on June 30, 1938, 
desires to record its opposition to the report of the Nation- 
al Health Officers Qualifying Board to the United States 
Conference of Mayors in so far as it excludes properly 
trained and otherwise qualified non-medical public-health 
workers from serving as health officers, and be it further 


Resotvep, That in so far as the report of the National 
Health Officers Qualifying Board to the United States 
Conference of Mayors recognizes the importance of ade- 
quate public-health training and experience as prerequisite 
for qualified and efficient public-health administrative 
work, the report has the hearty approval and endorsement 
of the Massachusetts Public Health Association, and be it 
further 


Resoivep, That a copy of these resolutions be spread 
upon the minutes of the Massachusetts Public Health As- 
sociation and that duplicate copies be sent to the Ameri- 
can Public Health Association, to the United States Public 
Health Service, to the various state public-health associa- 
tions, to the United States Conference of Mayors, to the 
American Association for the Advancement of Science, 
the American Chemical Society, the Society of American 
Bacteriologists, the American Society of Civil Engineers, 
the American Medical Association, the American Statistical 
Association and to the representatives of the public press 
in the United States. 
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NATIONAL ADVISORY 
COUNCIL 


Dr. James B. Murphy, chief of the Cancer Research Di- 
vision of the Rockefeller Institute, New York City, and 
Dr. Mont R. Reid, director of the Surgical Service of the 
Cincinnati General Hospital and professor of surgery at 
the University of Cincinnati, were recently named as new 
members of the National Advisory Cancer Council for 
three-year terms. 

The appointments were announced by Surgeon General 
Thomas Parran of the United States Public Health Serv- 
ice, Who is ex-officio chairman of the council. The new 
members succeed Dr. Francis C. Wood, director of the 
Crocker Institute of Cancer Research of Columbia Univer- 
sity, and Dr. James Ewing, director of the Memorial 
Hospital, New York City, both of whom were named as 
criginal members of the council on October 16, 1937. 

Continuing members of the council are President 
James B. Conant, of Harvard University, who is an authori- 
ty on chemistry; Dr. Arthur H. Compton, of the Univer- 
sity of Chicago, a Nobel prize winner in physics; Dr. 
Clarence C. Little, managing director of the American 
Society for the Control of Cancer; and Dr. Ludvig Hek- 
toen, of Chicago, former director of the John McCormick 
Institute for Infectious Diseases, who is serving as execu- 
tive director of the council. 

The National Advisory Cancer Council shares with the 
Surgeon General responsibility for the policies and activi- 
ties of the National Cancer Institute Act, with particular 
regard to grants-in-aid. 

“The National Cancer Institute Act is a new type of 
government service for all the people,” Surgeon General 
Parran declared in commenting on the appointments. 
“Through it the government is able to offer concrete help, 
not only to the official agency, but also to the private sci- 
entific institution or the accredited individual, in order 
to speed progress toward a scientific goal.” 

The stakes of victory against cancer are so high and the 
hope of every American family in that victory is so patheti- 
cally earnest, in the opinion of the Surgeon General, that 
every effort must be made to close in on this enemy of 
mankind. 

“The work of the National Cancer Institute is a test of 
the capacity of government to lead through service. I be- 
lieve that the results to date are showing additional evi- 
dence of the capacity of men of science to work together 
and profitably for the solution of their great common 
problems. In the institute we have a new vantage point 
and a new hope of success for our attack on cancer,” Sur- 
geon General Parran concluded. — United States Public 
Health Service. 


SKIN BURNS FROM LIME DUST 


Workmen exposed to lime dust frequently suffer from 
skin injuries ranging from non-disabling, though painful, 
localized sores to serious burns over a large skin area. Such 
exposure is not confined to the production of lime, but 1s 
a factor in such industries as the manufacture of hydrau- 
lic cement, sand-lime brick, calcium cyanamid, fertilizers, 
insecticides, and so forth. 

Skin burns of this nature are caused by unslaked lime 
(quicklime, burned lime, calcium oxide) and not by 
hydrated lime (hydrate, slaked lime, calcium hydroxide), 
although occasionally a commercial hydrated lime may 
contain a small percentage of unslaked lime sufficient to 
cause skin burns when exposure is great. 

Lime burns are caused by the slaking of the quicklime 
particles in the sweat. The incidence of this trouble is 
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always high in warm weather and comparatively rare in 
cold weather. Some individuals who do not perspire ex- 
cessively are practically immune to it. 

Wherever possible, prevention is best afforded by sup- 
pressing the quicklime dust by means of local exhaust 
ventilation. In situations where this is impractical, the 
skin should be protected. Workmen in lime plants com- 
monly smear exposed parts of the skin with grease of va- 
rious kinds. Dusting plain tale powder on the skin pro- 
vides a more cleanly form of protection and one de- 
scribed by a doctor (Pether, G. C.: Brit. M. ]. 2:702, 1937) 
for a large producer of lime as completely effective in the 


prevention of lime burns. Unscented tale powder in bulk | 


is readily available in the market. 

Treatment should consist in removing the worker from 
exposure and applying mild palliative lotions or ointments. 
Those who suffer repeated attacks on resuming work 
should seek an occupation in which they do not come in 
contact with lime.— Division of Occupational Hygiene, 
Massachusetts Department of Labor and Industries. 


NOTE 


Dr. W. Russell MacAusland, of Boston, will be one of 
the guest speakers at the International Postgraduate Med- 
ical Assembly, to be held at San Antonio, Texas, Jan- 
uary 24, 25 and 26. 

On November 22, Dr. Elliott C. Cutler, Moseley Profes- 
sor of Surgery, Harvard University, and surgeon-in-chief 
at the Peter Bent Brigham Hospital, was awarded an hon- 
orary degree by the University of Strasbourg, France. 


CORRESPONDENCE 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL 
ON PHARMACY AND CHEMISTRY 


To the Editor: \n addition to the articles enumerated 
in our letter of November 1 the following have been ac- 
cepted: 

Abbott Laboratories 


Ampules Ephedrine Sulfate-Abbott, 0.05 gm. (°4 gr.), 
1 ce. 


Gane & Ingram, Inc. 
Aminophylline-Gane 


Gilliland Laboratories, Inc. 


Antipneumococcic Serum, Refined and Concentrated, 
ype | 
Antipneumococcic Serum, Refined and Concentrated, 
Type 2 
Antipneumococcic Serum, Refined and Concentrated, 
Types | and 2 


Chas. C. Haskell Co., Inc. 
Whole Leaf Tablets Digitalis “Haskell,” 114 gr. 


Hixson Laboratories, Inc. 
Diphtheria Toxin for the Schick Test (Diluted), 100 
test size package 
Jensen-Salsbery Laboratories, Inc. 
Anti-Erysipeloid Serum 


Eli Lilly & Co. 


Elixir Amytal, 2 gr. per ounce 
Elixir Amytal, 4 gr. per ounce 
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Maltbie Chemical Co. 


Sulfanilamide-Maltbie 
Sulfanilamide Tablets, 5 gr. 


S. M. A. Corporation 


SMAco Nicotinic Acid 50 mg. tablets 
SMAco Nicotinic Acid 25 mg. tablets 


The Upjohn Company 
Solution Pituitary Extract-U.S.P. 
Ampules Solution Pituitary Extract U.S.P.-Upjohn, 
0.5 ce. 
Ampules Solution Pituitary Extract U.S.P.-Upjohn, 
cc, 
Carbromal Tablets, 5 gr. 


Winthrop Chemical Co., Inc. 
Tablets Pyramidon, 2 gr. 


Paut NicHoras Lercnu, Secretary. 
535 North Dearborn Street, 
Chicago, Illinois. 


NOTICES 


FREE PUBLIC LECTURES 


Harvard University has recently announced the subjects 
and speakers of its course of free public lectures on medi- 
cal topics that are given each year at the Harvard Medi- 
cal School. As usual these will be given in the amphi- 
theater of Building D at 4:00 p. m. on Sundays. The 
schedule is as follows: 


January 8. The Menace to Human Beings of Disease in 
Domestic Animals. Dr. LeRoy D. Fothergill. 

January 15. The Skin: What it does and the care it 
needs. Dr. C. Guy Lane. 

January 22. Cancer. Dr. Tracy B. Mallory. 

January 29. Food and Drugs: Safe and unsafe. Dr. J. J. 
Durrett. U.S. Food and Drug Administration. 
February 5. Health and Hygiene During Pregnancy (for 

women only). Dr. Harold M. Teel. 
February 12. Asthma and Hay Fever. Dr. Henry N. 
Pratt. 
February 19. The Significance of Syphilis and Other 
Venereal Diseases. Dr. William C. Quinby. 
February 26. Nervous Breakdowns. Dr. Vernon P. Wil- 
liams. 
March 5. Vitamin Deficiencies. Dr. S. Burt Wolbach. 
March 12. Hazards in the Modern Home. Dr. Timothy 
Leary. 


March 19. Chronic Rheumatism. Dr. Robert B. Osgood. 


BEVERLY HOSPITAL PUBLIC HEALTH 
LECTURES 


The Beverly Hospital will conduct a series of Sunday 
afternoon lectures this winter on medical subjects of gen- 
eral public interest. The purpose of these lectures is to 
afford the layman an opportunity to gain an accurate 
knowledge of methods for the protection of his health and 
the prevention of illness. To make these talks as valuable 
as possible, a short question period will follow each lec- 
ture. 

These lectures will be free to the public and will be 
held at the Beverly Hospital on Sundays during January, 


/ 
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February and March, at 4:00 p. m., beginning January 8. 
The program is as follows: 


January 8. The Obligation of a Community to Its Hos- 

pital. Mayor Daniel McLean. 
The Significance of Abdominal Pain. 
Johnson. 

January 15. Introductory Remarks. Mr. Frederick Ayer. 
The Personality of a Hospital. Miss Mae A. Bartley. 
The Blue Cross. Mr. R. F. Cahalane. 

January 22. The Hygiene of Pregnancy. 
Parkhurst. 

January 29, The Importance of Mental Health and Its 
Preservation. Dr. Clarence Bonner. 

February 5. The Prevention of Tuberculosis. Ilustrated 
‘by a talking motion picture entitled “Let My 
People Live.” Dr. Olin Pettingill. 

February 12, X-ray in Modern Medicine. 
Tivnan. 

February 19. The Common Cold and Its Complications. 
Dr. George K. Fenn. 

February 26. The Meaning of High Blood Pressure. Dr. 
William G. Hook. 


Dr. Peer P. 


Dr. Albert E. 


Dr. Paul E. 


March 5. The Modern Treatment of Pneumonia. Dr. 
Barnard Todd. 
March 12. The Prevention of Heart Disease. Dr. Sher- 


man E. Golden. 


WORCESTER COUNTY 
MEDICAL SOCIETY 


There will be a meeting of the Worcester County Medi- 
cal Society at the Worcester City Hospital on Wednesday, 
January 11. Dinner will be served at 6:30 p. m. and will 
be followed by a business meeting at 7:30. 


PROGRAM 


Business meeting. 
Scientific program. 
Tumors of the Breast. Dr. Channing C. Simmons. 
Injuries of the Peripheral Nerves. Dr. John T. B. 
Carmody. 
Bacteriological Exhibit and Slides of Nonepithelial Tu- 
mors of the Breast. Dr. Raymond H. Goodale. 


GeorceE C. Tutty, M.D., Secretary. 


FAULKNER HOSPITAL 
CLINICOPATHOLOGICAL CONFERENCE 


The monthly clinicopathological conference of the 
Faulkner Hospital will be held on Thursday, January 5, 
at 5:00 p. m. 


Dr. Maurice B. Strauss will speak on “Clinical Use of 
Vitamin Products with Particular Reference to the Vita- 
min B Complex.” 


GREATER BOSTON 
MEDICAL SOCIETY 


There will be a meeting of the Greater Boston Medical 
Society at the Beth Israel Hospital Auditorium on Tues- 
day evening, January 3, at 8:15. 

Dr. Walter Bauer will speak on “Treatment of Gonor- 
rheal and Rheumatoid Arthritis.” There will be a discus- 
sion by Drs. Chester Keefer, Nathan Sidel and Armin 
Klein. 

L. M. Freepman, M.D., President, 
D. B. Stearns, M.D., Secretary. 
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JOSEPH H. PRATT DIAGNOSTIC 
HOSPITAL 


Bennet Street, Boston 
Auditorium, 9-10 a. m. 


Mepicat ConFERENCE ProGram, January, 1939 


Tuesday, January 3-—— Foot Mechanics. Dr. J. D. Adams. 

Wednesday, January 4— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, January 5 — Something Wrong with the “Guts.” 
Dr. A. W. Stearns. 

Friday, January 6— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Saturday, January 7 — Lame Joints. Dr. F. R. Ober. 

Tuesday, January 10— Clinical Value of Male Hormone 
Assays. Dr. C. H. Lawrence and Dr. A. C. Moulyn. 

Wednesday, January 11 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, January 12 — An Unknown Hereditary Dyscra- 
sia of the Blood. Dr. H. G. Brugsch. 

Friday, January 13— The Diagnostic Importance of Pain 
Referred from the Digestive Tract. Dr. C. M. Jones. 

Saturday, January 14— Hospital Case Pfesentation. Dr. 
S. J. Thannhauser. 

Tuesday, January 17—Clinicopathological Conference. 
Dr. Harold Wood. Discussion by Dr. Chester Keefer. 

Wednesday, January 18 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, January 19 — Gynecological Clinic. 
Phaneuf. 

Friday, January 20 — Varieties of Thrombophlebitis and 
Their Relation to Embolism: Methods of prevention 
and treatment. Dr. John Homans. 


Dr. L. E. 


Saturday, January 21 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 
Tuesday, January 24— X-ray Demonstration. Dr. Alice 


Ettinger. 

Wednesday, January 25 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, January 26— Medical Social-Service Case Pres- 
entation. District Service and Social Service Staff. 

Friday, January 27 — Some Clinical Aspects of Heart Dis- 
ease. Dr. F. T. Fulton. 

Saturday, January 28 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, JANUARY 2 


Tuespay, JANuAry 3 
*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. 
Dr. J. D. Adams. 
*10 a. m.- 12:30 p. m. Tumor clinic. Boston Dispensary. 


8:15 p. m. Greater Boston Medical Society. Beth Israel Hospital 
auditorium. 


‘“*Foot Mechanics.”’ 


WebDNeESDAY, JANUARY 4 
*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Hospital Case Presen- 
tation. Dr. S. J. Thannhauser. 


*12 m.  Clinicopathological conference. Children’s Hospital amphi- 
theater. 


Tuurspay, JANUARY 5 


8:30-9:30 a. m. Exchange visit, Surgical and Orthopedic Staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at the 
Peter Bent Brigham Hospital. 

*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. 
with the ‘Guts.’’’ Dr. A. W. Stearns. 

5 p.m. Faulkner Hospital. 


“Something Wrong 


Clinicopathological conference. 
Fripay, JANUARY 6 


*9-10 a. m. 


Joseph H. Pratt Diagnostic Hospital. 
tation, 


Hospital Case Presen- 
Dr. S. J. Thannhauser. 


— 


1058 


a. 


12 m. Clinical meeting of the Children’s Medical Service, Massachu- 
setts General Hospital, Ether Dome. 


12:30 p. m. Tumor clinic. Boston Dispensary. 


Sarurpay, JANUARY 7 
*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Lame Joints. Dr. 

F. R. Ober. 
*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 


Conducted by Dr. Henry A. Christian. 


Sunpay, JANuaRy 8 
4 p.m. Illustrated, public, health lecture, Faulkner Hospital, audi- 
torium. ‘‘Medical Economics, an Easier Way to Finance Your 
IlIness."" Dr. Channing Frothingham. 
4 p.m. Free public lecture, Harvard Medical School, amphitheater 


of Building D. “The Menace to Humans of Disease in Domestic 
Animals.’ Dr. Le Roy D. Fothergill. 


*Open to the medical profession. 


Janvary 3 — Greater Boston Medical Society. 
January 3-28 —- Joseph H. 
Program. Page 1057 


Page 1057. 


Pratt Diagnostic Hospital, Medical Conference 


JANUARY 5 - Page 1057. 
issue of De- 


- Faulkner Hospital clinicopathological conference. 


January 8 — Lecture Page 971, 


cember 15. 


at the Faulkner Hospital. 


January &- Maren 19 — Free Public Lectures, Harvard Medical School. 
Page 1056. 

January 8 - Marcu 12 — Beverly Hospital Public Health Lectures. Page 
1056. 

January 11 — Eastern Section of the American Laryngological, Rhino- 


logical and Otological Societies 
Oto-Laryngological Society. Massachusetts General Hospital. 

January 12 -——Pentucket Association of Physicians, 8:30 p. m., Hotel 
Bartlett, 95 Main Street, Haverhill. 

January 12 — Peter Bent Brigham Hospital. 
Christian. Page 633, issue of October 20 

Fesruary 4, May 15 and 16— American Board of Obstetrics and Gyne- 
cology. Page 451, issue of September 22. (Application for admission 
to Group A examinations must be on file in the Secretary's office by 
March 15, instead of April 1 as previously stated.) 

Marcu 13 — Fourth Annual Postgraduate Institute. 
December 8. 

Marcw 15, May 15, Aucusr 5 and Ocroper 6 - 
Ophthalmology. Page 1013, issue of December 22. 


Marcu 27-31 — American College of Physicians. 


in conjunction with the New England 


Clinic conducted by Dr. 


Page 938, issue of 


- American Board of 


Page 36, issue of July 7. 


May 7-15 — International Congress of Military Medicine and Pharmacy. 
Page 501, issue of September 29. 

May 15-16 — American Board of Obstetrics and Gynecology, Inc. Page 
937, issue of December 8. 

May 15-19 — American Medical Association, St. Louis, Missouri. 

June 6, 7, 8 — Massachusetts Medical Society. Worcester. 

June 26-29— National Tuberculosis Association. Page 936, issue of 


December 8. 


SEPTEMBER — Boston Psychoanalytic Institute. 
er 22. 


Page 450, issue of Septem- 


September 11-15-—~ American Congress on Obstetrics and Gynecology. 
Page 938, issue of December 8 
SepTEMBER 15-28 — Pan-Pacific Surgical Association. 


Page 863, issue of 
November 24 


District MEpICAL SoOcIETIES 


ESSEX SOUTH 


January 4— Danvers State Hospital. Clinic at 5 p. 
Speaker: Dr. Kenneth J. Tillotson. Subject: 
Viewpoint in Delinquency. 

Fesruary 8 — Essex Sanatorium, Middleton. 
at 7 p. m. Speaker: Dr. Edward Churchill. 
of Pulmonary Suppuration. 

Marcn —Lynn Hospital. Clinic at 5 p. m. 
Speaker: Dr. John Rock. Subject: Endocrinology. 

Apri 5— Addison Gilbert Hospital, Gloucester. Clinic at 5 p. 
Dinner at 7 p. m. Speaker: Dr. Ethan Allan Brown. Subject: Allergy. 

May 10 — Annual meeting. Salem Country Club, Peabody. 


m. Dinner at 
The Psychiatrist’s 


Clinic at 5 
Subject: 


m. Dinner 
Surgical Treatment 


Dinner at 7 p. m. 


SUFFOLK 


January 25 — Symposium on comes. 
ciates, Boston Medical Library, 8:15 p 

Marcu 29 — Joint meeting with mae ‘Se Pediatric Society, Boston 
Medical Library, 8:15 p. m. Program and speakers to be announced 

Apri, 26 — Annual meeting in conjunction with Boston Medical Library, 


at 8:15 p. m. Election of officers. Program and speakers to be an- 
nounced. 


Dr. Elliott P. Joslin and asso- 
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WORCESTER 
January 11 — Page 1057. 
Fepsruary 8 — Worcester State Hospital. 
Marcu 8 — Worcester Memorial Hospital. 
Aprit 12 — Worcester Hahnemann Hospital. 
May 10 —- Worcester Country Club — Annual meeting. 


With the exception of the annual meeting in May, all the meetings begin 
with a supper at 6:30 p. in., which is followed at 7:30 p. m. by the 
business and scientific sessions. 


BOOK REVIEWS 


Diseases of the Skin for Practitioners and Students. George 
C. Andrews. Second edition. 899 pp. Philadelphia 
and London: W. B. Saunders Co., 1938. $10.00. 


When an author can state that he has added seventy-five 
new diseases in the second edition of his work, this is a 
true indication of the rate of development of the subject 
of which he writes. Such a statement appears in this at- 
tractively written, very readable, well-illustrated book on 
diseases of the skin. The progressively increasing amalga- 
mation of the modern developments and conceptions of 
radiation therapy with the rest of dermatological treat- 
ment, the constantly and rapidly increasing list of recog- 
nized external irritants which produce inflammation of the 
skin that would, even in the most recent past, have been 
covered up by that diagnostic blanket “eczema,” the emi- 
nent role that the skin plays in allergy (but why hidden 
under “Eczema and Allied Conditions”?); a comprehensive 
and complete survey of the treatment of acne; a relative- 
ly simplified approach to the commonest fungous affections 
which avoids the bog of controversial nomenclature; these 
are a few of the outstanding features. 


The chapter on syphilis is really a monograph. In the 
brief discussion of chancroid it seems to this reviewer that 
the work of Robert B. Greenblatt of the University of 
Georgia in developing a vaccine should have been men- 
tioned. This work has been adequately described in the 
literature and was exhibited at the American Medical 
Association meeting in June, 1936. The chapter on tuber- 
culosis of the skin is excellent; however, it is somewhat 
inconsistent to find lupus erythematosus and granuloma 
annulare included. Even the author acknowledges that 
the relation of these diseases to tuberculosis has not been 
established. To connect them by such a typographical 
arrangement is to encourage the idea that they are so 
related. 


The formulas are excellent and very workable but are 
usually listed in succession without discussion of the spe- 
cial indications of each particular prescription. It may be 
that this is as good a place as any for this reviewer to 
call attention to a carelessness that is too prevalent in 
many other textbooks, as well as this one. Items in the 
formulas are indiscriminately written in Latin or in Eng- 
lish or often sn both in the same prescription. The 
United States Pharmacopoeia and National Formulary 
have apparently been consulted neither for official titles 
nor for official abbreviations. Also, although the metric 
equivalent is given parallel with each formula written 
in the apothecary system, the former is merely literally 
translated from the latter. This is like the traveler who 
attempts to speak the foreign language by literal trans- 
lations of his English words. It often does not make sense. 
Another inconsistency met throughout is the indiscrim- 
inate use of “x-ray” and “roentgen ray.” If the latter is 
the officially acceptable term, then the former should not 
be used at all. These are such minor faults that they 
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are mentioned only to emphasize the general excellence 
of this work. The omission of voluminous references can 
also be considered an advantage. 

Not only the student and the general practitioner but 
the dermatologist can benefit a great deal from this work. 


The New International Clinics: Original contributions: 
clinics; and evaluated reviews of current advances in 
the medical arts. Edited by George M. Piersol. Vol. 3, 
N. S. 1. 341 pp. Philadelphia, Montreal and New 
York: J. B. Lippincott Co., 1938. $3.00. 


These volumes usually cover a wide range and contain 
not only “clinics” but critical reviews of current advances 
in the field of medicine. This is no exception, The sub- 
jects include adrenal insufficiency, the treatment of obesity, 
Landry’s paralysis, diabetic acidosis, heart disease, congeni- 
tal fistulas of the lips, dystrophia myotonica, pneumonia, 
the surgical treatment of peptic ulcer, dermatitis from 
dyed clothing, anesthesia, certain phases of obstetrics, proc- 
tology, urology and neurology, and the problem of pain. 
There is also a symposium on sulfanilamide, and “clinics” 
discussing hernia, infections, Bright’s disease and other 
matters. For the most part the contributors are specialists 
and the articles are excellent. There is something in 
such a book for every practitioner, perhaps, but one must 
have a very wide field to find all of it useful. 


The Etiology of Trachoma, Louis A. Julianelle. 248 pp. 
New York: The Commonwealth Fund, 1938. $3.25. 


In 196 pages of text and 43 pages of bibliography, the 
author summarizes important recent investigations into 
the etiology of trachoma and calls attention to the need for 
distinguishing between facts and interpretations in deal- 
ing with the pathogenesis of this disease. 

Experimental transmission of trachoma from infected 
to non-infected human beings has been accomplished in 
68 per cent of the inoculated cases, and the transmitted 
disease has been of the orthodox type, with invasion of the 
conjunctival mucosa, hypertrophy of the subconjunctival 
follicles, cicatrization and pannus formation, Experimen- 
tal transmission of trachoma has been accomplished in 40 
per cent of the apes and in 52 per cent of the monkeys 
inoculated with infectious material, but the induced dis- 
ease has always been of the aberrant type, limited to an 
invasion of the conjunctival mucosa and to follicular hyper- 
trophy, and never showing cicatrization or pannus forma- 


on. 

While the bulk of modern investigation supports the 
belief in the infectious nature of trichoma, as opposed to 
dietary and other supposed causes, the author cites ample 
evidence to show that Bacterium granulosis and other 
bacteria and protozoa which have been put forward from 
time to time as candidates in the etiology of trachoma are 
merely adventitious and non-specific. 

The frequency of finding, in smears of conjunctival 
scrapings stained by the Giemsa method, the characteristic 
inclusion bodies both in endemic trachoma and in tra- 
choma experimentally transmitted offers strong argument 
in favor of a virus etiology. The author admits the possi- 
bility that the rickettsia claimed by some workers as the 
cause of trachoma, may be one phase of the trachoma in- 
clusion body. He commits himself to the belief that the 
trachoma virus is frail, of low infectivity, invasive only for 
conjunctival or the corneal eipthelium and incapable of 
setting up serological reactions or bestowing an immunity, 
and because of factors still unknown, it has uncertain and 
irregular properties in regard to passing through an ultra- 
filter. 

This monograph may be regarded as a complete and 
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concise résumé of the present state of knowledge relating 
to the etiology of trachoma, and its interest and useful- 
ness reside not only in a recitation of the known, but 
also in a frank admission of the unknown. 


The Pathology of Diabetes Mellitus. Shields Warren. 
Second edition, 246 pp. Philadelphia: Lea & Febiger, 
1938. $4.75. 


The second edition of this monograph amplifies many 
of the points made in the first, and adds new sections on 
ophthalmic pathology, infants of diabetic mothers and 
medicolegal aspects. With almost double the number of 
cases, the frequency of the various lesions in the islands 
of Langerhans remains substantially the same, thus check- 
ing its accuracy. Seventy-four per cent of all diabetic 
pancreases showed changes in the islands of Langerhans; 
the other 26 per cent were from youthful patients or pa- 
tients with diabetes of short duration. The latter suggests 
the possibility of ultimate cure when favorable conditions 
are found, and this is furthered by the fact that additional 
evidence is provided of the remarkable powers of regenera- 
tion of the pancreases from diabetic patients. 

The important fact is brought out that the newer in- 
sulin, when given in therapeutic doses, so far has not been 
followed by any harmful effects that can be demonstrated 
at autopsy. The medicolegal aspects of diabetes, notably 
the method of diagnosing the cause of death by determin- 
ing the blood sugar, are summarized. The causes of 
enlargement of the liver in diabetic patients are discussed. 
This book remains the standard monograph on the pathol- 
ogy of diabetes. 
Silicosis and Asbestosis, 


By various authors. Edited by 


A. J. Lanza. 439 pp. London, New York and 
Toronto: Oxford University Press, 1938. $4.25. 


This up-to-date monograph should prove a mine of in- 
formation to workers in industrial dust diseases and a 
source of reference for the general practitioner who treats 
patients with silicosis and asbestosis. There is a brief his- 
tory of the subject, followed by a chapter on the etiology, 
symptoms and diagnosis, A third chapter on the roentgen- 
ray diagnosis is somewhat long drawn out and could be 
shortened with good effect. Of all the chapters in the book 
that on experimental pathology seems of greatest interest. 

Like all volumes written by several authors, there is con- 
siderable variation in the worth of the various sections. 
If any criticism could be leveled at the present volume, it 
is that there is too much repetition. For instance, there 
is no particular reason for discussing the autopsy findings 
in the chapter on roentgen-ray diagnosis since that is ade- 
quately covered in the chapter on the pathology of these 
diseases. The roentgenograms are well reproduced. One 
cannot say as much, however, for the reproductions of 
microscopical fields, which, on the whole, are not clear 
and have been reduced in size to a point where the de- 
tails are lost. 

Each section seems to have an adequate bibliography. In 
brief, this is a monograph which, although it has certain 
shortcomings, is well worth the modest price. 


Babies Are Human Beings. C. Anderson Aldrich and Mary 
M. Aldrich. 128 pp. New York: The Macmillan 
Co., 1938. $1.75. 


This is not just another of those books giving instruc- 
tions in infant care; it offers indeed, in so far as parents, 
nurses and teachers are concerned, a distinctly new ap- 
proach. Its object is to show how infants and small chil- 
dren develop in the course of nature—a knowledge fun- 
damental to sound education, using that word in_ its 
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primary sense. The authors exhibit not only an authori- 
tative but a sympathetic grasp of the subject; the exposi- 
tion is clear and imbued with good common sense, and 
the parent who reads it can hardly fail to be a more 
successful one in consequence. It is a book to recommend 
enthusiastically and without reservation, and one which 
deserves to find a very wide use. 


The Practice of Medicine. 
edition. 1413 pp. 
1938. $12.50. 


In the second edition of this excellent work on general 
medicine the author has made relatively few changes. Some 
of the illustrations have been changed, others omitted, and 
a few introduced. Among the conditions which have been 
amplified or added are the following: acute laryngo- 
tracheobronchitis; tuberculous tracheitis; cysts of the lung; 
Friedlander bacillus pneumonia; lipoid pneumonia; mono- 
cytic leukemia; nutritional edema; protamine-zinc insulin; 
experimental nephritis; vascular renal failure; congenital 
aplasia of the kidney; uremic state; sulfanilamide thera- 
py; lymphogranulomatosis inguinalis; epidemic pleu- 
rodynia, and cannabis indica intoxication. It is suggested 
that in future revisions, a brief section on the involvement 
of the internal organs in certain dermatologic conditions, 
such as sarcoid, erythema nodosum and lupus erythemato- 
sus, might well be included. 


Jonathan C. Meakins. Second 
St. Louis: The C. V. Mosby Co., 


Maternity Care In a Rural Community: Pike County, 
Mississippi, 1931-1936. Maxwell E. Lapham. 65 pp. 
New York: The Commonwealth Fund, 1938. 25 cents. 


For some time the Commonwealth Fund has been in- 
terested in developing services for the improvement of the 
care of mothers and infants in rural areas. This little 
book is a summary of the work done in Pike County, 
Mississippi, for the years 1931-1936. It brings out clearly 
the real need for improvement in maternal care in this 
county, and if this can be regarded as a fair sample of 
other rural communities, it explains why the federal gov- 
ernment is anxious to improve medical care in rural areas, 
The care of the indigent under the health-department 
medical service of this county is anything but satisfactory; 
it could almost be called crude. Studies of this sort make 
it evident that adequate care is not possible for all obstet- 
ric cases in this country at the present time. 


Medicine in the Outpatient Department: An introductory 
handbook. Winthrop Wetherbee, Jr. 111 pp. New 
York and London: Paul B. Hoeber, Inc., 1938. $1.00. 


This is a useful book for the third-year medical student 
who, for the first time, comes in direct contact with pa- 
tients in an ambulatory clinic. The author recognized 
that in such a department of a great hospital, disease is 
met with in its first state, and the classical syndrome pre- 
viously visualized in a course in pathology is not often in 
evidence. The student often fails to find enough pathologi- 
cal signs to warrant a diagnosis and, therefore, is likely to 
consider many patients with beginning structural disease 
as persons suffering from psychoneuroses. This book, prac- 
tical in character, should give to any intelligent student 
many hints of value. It deserves wide distribution. 


Tell Me the Truth, Doctor. \rwin 1. Lubowe. 
Philadelphia: Dorrance & Co., 1938. $1.50. 


The author presents a question-and-answer book on 
venereal disease. Written in a clear, direct style, it con- 
tains all the information needed by a patient. The book 
is much better than the queer title would indicate. 
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The Primate Thalamus. A. Earl Walker. 321 pp. Chi- 
cago: The University of Chicago Press, 1938. $3.00. 


The thalamus, the great basal sensory center of the brain, 
has long presented difficulties for the experimental inves- 
tigator. Like all sensory structures, it does not yield to 
experimentation with objective signs, such as does the 
motor cortex of the brain. Only in the higher anthropoids. 
moreover, can its structure be usefully correlated with that 
of the thalamus in man. Walker by using the macaque 
monkey has added greatly to our knowledge of this sen- 
sory organ. His monograph covers, as had never been 
done before, the anatomical, physiological and clinical as- 
pects of the thalamus and thalamic disease. The volume 
is a scholarly, fundamental text, not only containing his 
own researches, but fully detailing the work of others. 
A historical introduction, bibliography, index and numer- 
ous illustrations add greatly to the text. The book, fur- 
thermore, is a fine example of modern, scientific printing. 


The Healing Knife: A surgeon's destiny. George Sava. 
310 pp. New York: Harcourt, Brace & Co., 1938. 
$2.50. 


This is the autobiography of an anonymous surgeon, 
born in Russia and now in practice in England. As a 
youth, he served in the White Russian Navy, where he 
fod many adventures. After a career in Sofia, Paris and 
many parts of Europe as a stoker, waiter, wanderer and 
medical student, he eventually settled down as a medical 
practitioner. Told in a high, journalistic style, the book 
is not without interest, and is good for quick reading. It 
is not, however, the best of many similar medical yarns 
published in recent years. 


A Synopsis of Physiology. A. Rendle Short and C. L. G. 
Pratt. Third edition. 325 pp. Baltimore: William 
Wood & Co., 1938. $3.50. 


This is an excellent pocket variety of synopsis of phys- 
iology in which a fairly full picture of the subject is pre- 
sented in the smallest possible compass. A thorough re- 
vision has been made since the first edition ten years 
ago, and much material published in clinical journals has 
found its way into the text. Practitioners will find here 
a means of making a quick survey of this subject. The 
general arrangement of the book is good, and the material 
is so presented as to stimulate students to consult the or- 
dinary textbook of physiology. 


Practical Microbiology and Public Health: For students of 
medicine, public health, and general bacteriology. 
William B. Sharp. 492 pp. St. Louis: C. V. Mosby 
Co., 1938. $4.50. 


This book is more in the nature of a compend than a 
textbook. It sketches briefly the field of public health and 
microbiology. It is not sufficiently detailed to cover ade- 
quately any part of the field. It was intended primarily 
for medical students but unless it is to be used as an out- 
line it is too elementary. It might be of value to individ- 

uals who desire a superficial knowledge of the subject. 

The book is divided into eight parts: sixty-five pages 
are devoted to general bacteriology; fifty-six to vehicles of 
infection; eighty-three to clinical bacteriology and mycol- 
ogy; sixty-four to immunity; fifty-eight to the public-health 
laboratory; thirty-six to public-health field work and sur- 
veys; forty-seven to public-health office problems; and 
fifty-six to animal parasites and disease vectors. 
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